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ALABAMA MEDICAID AGENCY

January 1, 2009

MEMORANDUM

TO: Holders of the Alabama Medicaid
Administrative Code

FROM: AlabamaMedicaid Agency
Administrative Procedures Officer
Office of General Counsel

RE: Change Transmittal 08-04 to the Administrative Code Manual

The following changes have been made in the Alabama Medicaid Agency Administrative Code
effective from Octaober 1, 2008, through December 31, 2008. Subscribers to the code who wish
to update their paper versions of the Code will need to print from the CD and replace the entire
chapter(s) in which changes occur. The Administrative Code is also available for viewing or
downloading at no charge from the Medicaid Agency's World Wide Web site at
www.medicaid.alabama.gov.

CHANGE TRANSMITTAL 08-04 (CT-08-04)

Amendments effective October 1, 2008, through December 31, 2008

560-X-25 Medicaid Eligibility

560-X-25-.03-.04ER Coverage Groups eff.10/14/08

This rule was amended to (1) change the age limit for females for the Plan First Waiver
Program from age 19 through 44 to age 19 through 55, and (2) disallow program
participation for those who have creditable health insurance coverage. These changes are
necessary in order to align the rule with new program requirements that have been
approved by the federal regulatory agency.

560-X-36 Home and Community Based Servicesfor
the Elderly and Disabled

560-X-36-.04 Covered Services eff. 10/16/08

This rule was amended to accurately describe covered services consistent with the
Provider Manual.



560-X-36-.06 Application Process eff. 10/16/08

This rule was amended to clarify waiver services language to be consistent with the
Provider Manual.

560-X-36-.07 Financial Accountability of Operating eff. 10/16/08
Agencies

This rule was amended to address Quarterly Cost Reports.

560-X-36-.09 Payment Methodology for Covered Services eff. 10/16/08
This rule was amended to update the description of payment methodology.
560-X-36.-11 Appeal Procedurefor Fiscal Audit eff. 10/16/08
Thisisanew rule added to address the appeal procedure following a fiscal audit.
560-X-36-.12 Third Party Liability eff. 10/16/08

Thisisanew rule added to address third party liability.

560-X-56 Federally Qualified Health Center
Reimbur sement
560-X-56-.02 Introduction eff. 12/17/08

This rule was amended to update procedures for submitting cost reports.
560-X-56-.03 Definitions eff. 12/17/08

This rule was amended to update definitions pertaining to the reimbursement of Federally
Qualified Health Centers.

560-X-56-.05 Medicaid Inflation I ndex eff. 12/17/08
Thisrule was repealed.
560-X-56-.15 Cost Reports eff. 12/17/08

This rule was amended to update procedures for submitting cost reports.



560-X-60 Provider Based Rural Health Clinic
Reimbur sement

560-X-60-.03 Definitions eff. 12/17/08
This rule was amended to update definitions pertaining to the reimbursement of Provider
Based Rural Health Clinics.

560-X-60-.08 Property Costs eff. 12/17/08

This rule was amended to correct the title of Medicaid’ s representative from Chief
Auditor to Director of Provider Audit.

560-X-60-.12 Accounting Records eff. 12/17/08

This rule was amended to correct the title of Medicaid’ s representative from Chief
Auditor to Director of Provider Audit.

560-X-60-.13 Cost Reports eff. 12/17/08
This rule was amended to update procedures for submitting cost reports.
560-X-60-.17 Cost Report Preparers eff. 12/17/08

This rule was amended to correct the title of Medicaid’ s representative from Chief
Auditor to Director of Provider Audit.



Chapter 1. General

Chapter 1. General

Rule No. 560-X-1-.01. Organizational Description

The Alabama Medicaid Agency (hereinafter called "Medicaid") administers the State Plan for Medical
Assistance under Title XIX of the Social Security Act (hereinafter called "State Plan™) which provides
payment for authorized medical services and supplies available to categorically eligible recipients. Certain
services are mandatory under Section 1902, Title XIX of the Social Security Act and other services
provided are available at the option of the State of Alabama.

1. The mandatory services include:
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Physician Services

Inpatient and Outpatient Hospital Services

Rural Health Clinic Services

Laboratory and X-ray Services

Skilled Nursing Facilities Services

Early and Periodic Screening Diagnosis and Treatment (includes Dental)
Home Health Care Services and Durable Medical Equipment

Family Planning

Nurse-Midwives Services

SSA Title IV-E, Foster Care Medical Services

2. The optional services include:
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Intermediate Care Facilities Services

Prescribed Drugs

Optometric Services

Ambulance Services

Hearing Aids

Intermediate Care Facilities for Mentally Retarded and Mental Disease Services
Prosthetic Devices

Outpatient Surgical Services

3. The following chapters contain information about the administration of the Medicaid program and the
extent of the covered services available for eligible categorically needy recipients when medically
prescribed.

Authority: Social Security Act, Title XIX, Section 1902(a)(10)(A); 42 C.F.R. Section 440.210; and
Executive Order Numbers 38, 81 and 83. Rule effective October 1, 1982.
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Chapter 1. General

Rule No. 560-X-1-.02. Laws and Publications Applicable to Medicaid

The legal authorities under which the Medicaid Program is operated are:

1. Title XIX of the Social Security Act as amended.

2. 42 C.F.R. Section 430, et seq.

3. 45 C.F.R. Section 205, et seq.

4. Alabama Executive Order No. 8, dated June 30, 1967, Executive Order No. 32, dated February 17,
1972, Executive Order No. 81, dated June 16, 1977, Executive Order No. 83, dated September 26,
1977, and Executive Order No. 38, dated March 2, 1981.

5. Alabama State Plan for Medical Assistance under Title XIX of the Social Security Act, as approved by
the Federal Department of Health and Human Services.

6. Section 1634, Public Law 92-603.

7. Code of Alabama, 1975 Sec. 22-6-1, 27-14-11,1, 35-1-2, 36-13-8, and 36-13-9, et seq.
8. Title VI of the Civil Rights Act of 1964, as amended.

9. Section 504 of the Rehabilitation Act of 1973, as amended.

10. The Age Discrimination Act of 1975.

11. Alabama Medicaid Agency Administrative Code.

12. Provider Notices.

13. Clinical Laboratory Improvement Amendments of 1988 (CLIA), P.L. 100-578 (42 U.S.C. Section
263a).

Authority: All regulations cited above. Amended June 27, 1983; Amended January 13, 1993, based on
OBRA '90, Section 1927. Effective date of this amendment May 13, 1993.

Rule No. 560-X-1-.03. Administration of the Alabama Medicaid Program

The Alabama Medicaid Agency administers the state Medicaid Program as directed by the Governor. The
head of the agency is the Commissioner, who serves at the pleasure of the Governor.

Authority: 42 C.F.R. Section 431.10; Executive Order No. 81, dated June 16, 1977, and Executive
Order No. 83, dated September 26, 1977.
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Chapter 1. General

Rule No. 560-X-1-.04. Agencies Responsible for Medicaid Eligibility
(See Chapter 25 for detailed eligibility criteria.)

Applicants eligible for Medicaid services are certified to the Alabama Medicaid Agency by the following
agencies:

1. The Social Security Administration certifies aged, blind, and disabled applicants for the Federal
Supplemental Security Income (SSI) Program. In Alabama, individuals eligible for SSI are eligible for
Medicaid under Title XVI, Section 1902(b) of the Social Security Act and Section 1634, Public Law,
92-603.

2. The Alabama Department of Human Resources (DHR) certifies eligibility at county DHR offices for
some groups not eligible for SSI. These groups are discussed in Chapter 25.

3. The Alabama Medicaid Agency certifies Medicaid eligibility for individuals listed in Chapter 25 through
its certification district offices located throughout Alabama. Generally, there is no Medicaid coverage
for individuals who are confined to a public institution unless it is a medical institution. See Chapter
25 for eligibility criteria and the descriptions of the groups covered.

4. The Alabama Medicaid Agency restricts, and terminates eligibility in cases of fraud, abuse, and
misuse.

Authority: Executive Order No. 83, dated September 26, 1977. Social Security Act 1902(a)(10)(A)(ii)(V)
as amended by Section 9510 of COBRA 1985, 42 C.F.R. Section 431.10; Public Law 100-203, Sections
9108, 9116, and 9119; 42 C.F.R. Section 435.231; Public Law 100-360, Section 301. Rule effective
October 1, 1982. Amended August 10, 1987. Emergency Rule effective January 8, 1988. Amended
April 12, 1988 and July 12, 1988. Emergency Rule effective July 1, 1988. Amended September 9, 1988.
This Emergency Rule effective January 1, 1989. Amended April 14, 1989. Effective date of this
amendment January 13, 1993.

Rule No. 560-X-1-.05. Licensure and Certification of Certain Providers

The Bureau of Licensure and Certification, Alabama Department of Public Health is responsible, through
agreement with Medicaid, for licensing hospitals, skilled and intermediate care nursing facilities, and
certain other health related facilities for participation in the Medicaid program.

Authority: 42 C.F.R. Section 431.610 and 431.620; Social Security Act, Title XIX, Section 1902(a)(33);
Agreement, September 14, 1980, Bureau of Licensure and Certification, Department of Public Health.
Rule effective October 1, 1982.

Rule No. 560-X-1-.06. Fiscal Agent

1. The Alabama Medicaid Agency contracts with a fiscal agent to process and pay all claims submitted
by providers of medical care, services, and equipment authorized under the Alabama Title XIX State
Plan. The present fiscal agent contract is with EDS , Post Office Box 7600, Montgomery, Alabama.
Their toll free telephone number is 1-800-688-7989.
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Chapter 1. General

The fiscal agent will provide current detailed claims processing procedures in a manual format for all
claim types covered by Medicaid services. The fiscal agent will prepare and distribute the Alabama
Medicaid Agency Provider Manual to providers of Medicaid services. Such manual is for guidance of
providers in filing and preparing claims.

Providers with questions about claims should contact the fiscal agent. Only unsolved problems or
provider dissatisfaction with the response of the fiscal agent should be directed to Alabama Medicaid
Agency, 501 Dexter Avenue, Montgomery, Alabama 36104, telephone number, 242-5010.

Authority: Title XIX, Social Security Act, Section 1902(a)(4); 42 C.F.R., Section 431.510. Rule effective
October 1, 1982.

Rule No. 560-X-1-.07. Provider Rights and Responsibilities

1.

In accordance with federal law, Medicaid providers shall ensure that no person will, on the grounds of
race, color, creed, national origin, age or handicap, be denied the benefits of, be excluded from
participation in, or be subjected to discrimination under any program of services provided by the
Agency.

Compliance with Federal Civil Rights and Rehabilitation Acts is required of a provider's participating in
the Alabama Medicaid Program.

Providers have freedom of choice to accept or deny Medicaid payment for medically necessary
services rendered during a particular visit. This is true for new or established patients. However, the
provider (or their staff) must advise each patient prior to services being rendered when Medicaid
payment will not be accepted, and the patient will be responsible for the bill. The fact that Medicaid
payment will not be accepted would be recorded in the patient's medical record, if one exists.

Providers who agree to accept Medicaid payment must agree to do so for all medically necessary
services rendered during a particular visit. For example, if pain management services are provided to
Medicaid recipients during labor and delivery, e.g. epidurals, spinal anesthetic, these services are
considered by Medicaid to be medically necessary when provided in accordance with accepted
standards of medical care in the community. These services are covered by, and billable to
Medicaid. Providers may not bill Medicaid recipients they have accepted as patients for covered
labor and delivery related pain management services.

Providers, including those under contract, must be aware of participation requirements that may be
imposed due to managed care systems operating in the medical community. In those areas
operating under a managed care system, services offered by providers may be limited to certain
eligibility groups or certain geographic locations.

Authority: Civil Rights Act of 1964, Titles VI and VII; Rehabilitation Act of 1973; Age Discrimination Act
of 1975, and State Plan, Attachment 7.2-A. Rule effective October 1, 1982. Rule Amended December
19, 1992. Effective date of this amendment March 14, 1997.

1-4
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Chapter 1. General

Rule No. 560-X-1-.08. Recipient Rights and Responsibilities

1.

Free choice of selecting providers of health care is a legal right of every recipient of Medicaid care
and services. Freedom of choice related to an individual's opportunity to make his own decisions for
his own reasons, free from the arbitrary authority of others is a recipient's right.

Where prior authorization is required for Medicaid services, a recipient's choice among qualified
providers shall not be restricted except by special action of the Alabama Medicaid Agency to restrict
or "lock-in" a recipient to a provider of choice. (See Chapters four and five for additional information
on recipient restrictions.)

A recipient who believes that his free choice of provider has been denied or impaired has the right to
request a fair hearing before the Alabama Medicaid Agency.

When a recipient fails to advise a provider of his Medicaid eligibility and furnish other information
necessary to file the claim within the time allowed by Medicaid, the provider is under no obligation to
file and may elect to file with Medicaid or to bill the patient.

Authority: Social Security Act, Title XIX; 42 C.F.R. Section 431.51 & 431.54. Rule effective October 1,
1982. Effective date of this amendment August 10, 1987.

Rule No. 560-X-1-.09. Recipient Identification Number

1.

The identification number of Medicaid eligible recipients contains thirteen (13) digits. The first three
will be "000" followed by the recipient's nine (9) digit Social Security number and a number verification
check digit.

The Medicaid identification number will be embossed on a plastic Medicaid eligibility card issued to
each individual entitled to Medicaid.

a. Providers should question patients aged 65 or older about entitlement to Medicare.

Where a Medicare claim number has not been assigned for those aged 65 or older, the
recipient should be referred to the local SSA office to make application for Medicare.

c. Claims for services covered by Medicare for persons sixty-five (65) or older may not be
submitted until a Medicare number has been assigned; then claim should be filed first with
Medicare with the Medicaid number listed on the Medicare claim as "other insurance".

d. A Medicare claim number with a suffix "M" indicates there is no Medicare Part A (hospital
insurance) entittement. Hospital claims for this type number may be filed with Medicaid as
regular Medicaid claims.

Authority: State Plan for Medical Assistance. Rule effective October 1, 1982. Amended May 1, 1983;
June 8, 1983 and November 10, 1987. Effective date of this amendment January 13, 1993.
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Chapter 1. General

Rule No. 560-X-1-.10. Provider Identification Number

1. All providers, except pharmacies, participating in the Alabama Medicaid Program are assigned a nine
digit identification number by the Alabama Medicaid Agency fiscal agent. Pharmacies (drug
providers) are assigned a provider identification number by the Medicaid Pharmaceutical Program.

2. Providers must be licensed to practice in the state in which the service is rendered.

Authority: State Plan for Medical Assistance and the Alabama Medicaid Agency Administrative Code.
Rule effective October 1, 1982. Amended May 1, 1983.

Rule No. 560-X-1-.11. Medicaid Eligibility Card

Individuals certified eligible for Medicaid will receive a plastic Medicaid Eligibility Card through the mail
with the following exceptions: certain unborns; recipients certified with a pseudo number; and recipients
certified for a closed period of retroactive eligibility. These individuals will receive a one time issuance of
a paper Medicaid card. Also, Medicaid recipients residing in a long term care facility will not receive a
plastic Medicaid card. Each month the long term care provider will receive a computer printout listing of
all Medicaid eligible recipients in the respective facility.

1. The recipient is required to present his plastic Medicaid card and proper identification to a provider of
medical care or services. The provider must verify eligibility through AVRS, MACSAS, or the Provider
Inquiry Unit.

2. Medicaid claims may be submitted for unpaid charges incurred during three (3) months prior to the
month of application for an SSI recipient. Eligibility for those services must be established before
claims submission.

3. When arecipient loses or fails to receive a plastic eligibility card he/she should write or call the
Alabama Medicaid Agency.

a. Should the recipient require Medicaid services before receiving a replacement card he/she is
responsible for furnishing his Medicaid humber to the provider at a later time.

b. Providers of Medicaid services shall obtain the Medicaid eligibility number directly from the
recipient to verify eligibility or submit claims for services furnished the recipient. Where the
Medicaid number is not available from the recipient it may be obtained from the Medicaid
Agency by sending a completed inquiry form. Providers must state in their request that they
have provided authorized services, supplies, or equipment to the individual whose Medicaid
number is being verified.

c. Claims submitted for services furnished a recipient must contain all thirteen digits of the
recipient's Medicaid number.

4. Providers of Medicaid services shall not submit lists of names, addresses and/or Medicaid numbers
of individuals to the Alabama Medicaid Agency for verification of eligibility.

Authority: State Plan; Social Security Act, Title XIX, 42 C.F.R. Section 430, et.seq. Provider Notice 82-
28, September 27, 1982. Rule effective October 1, 1982. Amended May 1, 1983; July 9, 1985; August
10, 1987, and November 10, 1987. Emergency rule effective November 16, 1987. Amended March 12,
1988. Effective date of this amendment January 13, 1993.
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Chapter 1. General

Rule No. 560-X-1-.12. Medicaid Eligibility Termination

1.

When a recipient is notified by the Social Security Administration that he is no longer eligible for
Supplemental Security Income, Medicaid will send him a termination notice unless he remains eligible
for Medicaid under Alabama criteria. A recipient shall be notified at least 10 days before the effective
date of termination from Medicaid benefits. Chapter 28 shows two types of termination notices.

In all other terminations Medicaid and the Department of Human Resources issue Termination of
Award Notices ending Medicaid eligibility and public assistance payments.

Medicaid recipients residing in an institution may lose eligibility if they are discharged from the
institution to home, or if their monthly income rises above the ceiling for Medicaid eligibility.

If a Medicaid eligible person, other than a foster child, moves permanently outside the State of
Alabama, he will be deleted from the Alabama Medicaid eligibility file.

Foster children will lose eligibility when they cease to be foster children.

Minors eligible for Early and Periodic Screening, Diagnosis and Treatment (hereinafter called EPSDT)
will lose eligibility under this program at age 18.

Medicaid recipients will lose eligibility when income exceeds the ceiling level established for eligibility.

Authority: State Plan, 42 C.F.R. Section 430, et seq.; Social Security Act, Title XIX. Rule effective
October 1, 1982. Amended June 8, 1985. Effective date of amendment January 13, 1993.

Rule No. 560-X-1-.13. Medicaid Payments and Recoupments for Health
Services, Supplies, and Equipment

1.

Direct payments are made for allowable charges to providers for covered medical services and
supplies furnished eligible Medicaid recipients.

a. Providers who wish to participate in the Alabama Medicaid Program must be enrolled,
receive a provider number, and in most cases sign a contract with Medicaid.

b. Licensed physicians, dentists, and osteopaths are exempt from a contract requirement, at the
present time, but they do need to enroll with the fiscal agent and be assigned a provider
number. Each claim filed constitutes a contract with Medicaid, embodying by reference all
applicable provisions of the State Plan, this Code, and federal and state regulations.

Crossover payments are partial payments to providers by Medicaid for covered Medicaid services,
supplies and equipment furnished to recipients eligible for both Medicare and Medicaid.

a. Providers of services, supplies, and equipment to eligible Medicare/Medicaid recipients must,
if they accept Medicare assignment, first send their claims to Medicare and not to the
Medicaid fiscal agent.

b. If the Alabama Medicare carrier is Blue Cross and Blue Shield of Alabama, and if they accept
a provider's claim they will pay him the allowable charges and forward the information to the
Medicaid Fiscal agent for payment to the provider of the deductible and co-insurance
charges. This is the "crossover" payment.
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Chapter 1. General

By entering into a contract with Medicaid, the provider acknowledges that payments thereunder are
subject to review, audit, adjustment and recoupment actions. In the event of any transfer, sale,
assignment, merger or replacement between and among providers, Medicaid may look both to the
original provider and any successor, transferee or replacement provider for recovery of any funds
improperly paid. Providers should take this right of Medicaid into account and make appropriate
provision therefore in their business transactions.

All sites providing laboratory testing services to Medicaid recipients, either directly by provider, or
through contract, must be Clinical Laboratory Improvement Amendments (CLIA) certified to provide
the level of testing complexity required. Providers are responsible to assure Medicaid that all CLIA
regulations are strictly adhered to, both now and as regulations change in the future. Providers are
responsible for providing Medicaid waiver or certification numbers as applicable.

Laboratories which do not meet CLIA certification standards are not eligible for reimbursement for
laboratory services from the Alabama Medicaid Program.

Authority: Social Security Act, Title XIX, Section 1902(a)(32); 42 C.F.R. 447.10; Clinical Laboratory
Improvement Amendments of 1988 (CLIA); P. L. 100-578 (42 U.S.C. Section 263a); and State Plan,
Attachment 3.2-A. Rule effective October 1, 1982. Effective date of this amendment January 14, 1987.
Effective date of this amendment May 13, 1993.

Rule No. 560-X-1-.14. Medicaid payments for Medicare/Medicaid and/or Qualified
Medicare Beneficiaries (QMB) Eligible Recipients

Medicaid pays the monthly premiums for Medicare insurance for an eligible Medicare/Medicaid and/or
QMB recipient to the Social Security Administration. Medicaid also pays the applicable Medicare Part A
and Part B deductibles and/or coinsurance for an eligible Medicare/Medicaid and/or QMB recipient, as
specified below.

1.

2.

1-8

Definitions

a. "QMB" recipient is a Part A Medicare beneficiary whose verified income and resources do not
exceed certain levels.

b. "Deductible" is the dollar amount a Medicare eligible must pay for his/her own health care
services.

c. "Coinsurance" is the percentage of each bill a Medicare eligible must pay under certain
conditions, in addition to the deductible amount.

Part A

a. Medicaid inpatient hospital days run concurrently with Medicare days. The Part A deductible
less any applicable copay or coinsurance days are covered Medicaid services, provided the
Medicaid covered days for the calendar year have not been exhausted unless the recipient is
a QMB. For QMB recipients, the inpatient hospital deductible less any applicable copay,
coinsurance days and lifetime reserve days are covered services for any inpatient admission.

b. Medicaid may pay the Part A coinsurance for the twenty-first (21st) day through the
hundredth (100th) day for Medicare/Medicaid and/or QMB eligible recipients who qualify
under Medicare rules for skilled level of care. An amount equal to that applicable to Medicare
Part A coinsurance, but not greater than the facility's Medicaid rate will be paid for the twenty-
first through the hundredth day. No payment will be made by Medicaid (Title XIX) for skilled
nursing care in a dual certified nursing facility for the first twenty (20) days of care for
recipients qualified under Medicare rules.
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Chapter 1. General

3. PartB

Medicare pays in full for Medicare-approved home health services, therefore, Medicaid has
no liability for these services.

Medicare pays in full for Medicare-approved hospice services, therefore, Medicaid has no
liability for these services.

Medicaid covers Medicare coinsurance days for swing bed admissions for QMB recipients.
An amount equal to that applicable to Medicare Part A coinsurance, but not greater than the
Medicaid swing bed rate, will be paid.

Except as provided in this subsection, Medicaid pays the Medicare Part B deductible and
coinsurance to the extent of the lesser or lower of the limit of reimbursement under Medicare
rules and allowances or total reimbursement allowed by Medicaid. For ambulance services,
Medicaid shall pay the Medicare Part B deductible and coinsurance for eligible QMB
recipients.

Medicare related claims for QMB recipients shall be reimbursed in accordance with the
coverage determination made by Medicare. Medicare related claims for recipients not
categorized as QMB recipients shall be paid only if the services are covered under the
Medicaid program.

Hospital outpatient claims are subject to Medicaid reimbursement methodology but are not
subject to the outpatient limitation of three visits a calendar year.

Medicare claims for rented durable medical equipment shall be considered for payment if the
equipment is covered as a purchase item under the Medicaid Program. Rental payments
and purchases on noncovered Medicaid items for QMB recipients shall also be considered
for payment.

4. When a Medicaid recipient has third party health insurance of any kind, including Medicare, Medicaid
is the payer of last resort. Thus, provider claims for Medicare/Medicaid eligibles and QMB eligibles
must be sent first to the Medicare carrier. If Blue Cross and Blue Shield of Alabama is the Medicare
carrier, it will forward a crossover claim for deductible and/or coinsurance to Medicaid's fiscal agent
for payment. If the carrier is any other company, the claim must be filed with the Medicaid fiscal
agent by the provider. The third party insurance chapter of this Code contains additional health
insurance information.

a.

Providers will complete the appropriate Medicare claim forms ensuring that the recipient's
thirteen (13)-digit Medicaid ID number is on the form. The completed claim shall be
forwarded to an Alabama Medicare carrier for payment.

If the provider's claim for service is rejected by the Medicare carrier as "Medicare honcovered
service" but is a covered Medicaid service, a Medicaid claim form, completed in accordance
with instructions in the Alabama Medicaid Provider Manual, with a copy of the Medicare
rejection statement, should be sent to the Medicaid fiscal agent for payment. QMB-Only
recipients are not entitled to Medicaid coverage for Medicare noncovered services.

Providers in other states who render Medicare services to Alabama Medicare/Medicaid
eligibles and QMB eligibles should file claims first with the Medicare carrier in the state where
the service was performed.

Author: Lynn Sharp, Associate Director, Policy Development Unit

Statutory Authority: State Plan, Attachment 3.2-A and 3.5-A; 42CFR, Section 431.625; Social Security
Act of 1988 (Public Law 100-360); Balanced Budget Act of 1997.

History: Rule effective October 1, 1982. Amended November 10, 1983; March 13, 1984; June 21, 1984;
January 8, 1985; April 11, 1986; January 1, 1988; February 1, 1989; May 12, 1989; January 1, 1990;
June 14, 1990; February 1, 1996; April 12, 1996; November 10, 1997. Emergency rule filed and effective
October 1, 1999. Amended: Filed October 13, 1999; effective; January 12, 2000.
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Chapter 1. General

Rule No. 560-X-1-.15. Out-of-State Care and Services

1.

Medical care and services provided outside the State of Alabama for Alabama Medicaid recipients
are covered services if and only if such services are covered when rendered in-state and are
medically necessary.

a. Medical care and services which require prior authorization for in-state providers will continue
to require prior authorization for out-of-state providers, i.e. organ transplants, select surgical
procedures. (Refer to Rule No. 560-X-1-.27 and Rule No. 560-X-6-.13 respectively).

b. Out of state providers must follow the enrollment procedures of the Alabama Medicaid
Agency as stated in Rule No. 560-X-7-.02.

Authority: State Plan; Social Security Act, Title XIX, Section 1902(a)(16) & Section 1902(a)(10)(A); 42

C.F.

R. Section 431.52. Rule amended effective October 13, 1992

Rule No. 560-X-1-.16. In-State Care and Services

1.

For each of the several categories of Medicaid covered services there may be state imposed
limitations on frequency, amount, type, or kinds of services for which Medicaid will pay. Additional
information concerning covered services limitation is found in the program chapters of this code.

Limitations of Medicaid services and supplies may not be absolute. In individual cases of justified
medical necessity they may be exceeded if prior approval is obtained from Medicaid. Chapters
concerned with covered services explain how to obtain prior approval for services beyond the state's
normal limit.

Authority: State Plan, Attachment 3.1-A; 42 C.F.R., Section 440.210 & 441.10; Social Security Act, Title

XIX

, Section 1902(a)(10)(A).

Rule No. 560-X-1-.17. Providers Claims

1.

1-10

Providers of services and supplies shall be given claim forms by the Medicaid fiscal agent at the time
of enrollment.

Providers who prefer to use electronic media claims submission must sign a contract with Medicaid.
Electronic media claims submission, includes, but is not limited to, magnetic tape, diskette, or on-line
computer. Approved tapes are to be obtained at the provider's expense.

Instructions concerning claim forms completion and processing procedures are contained in the
provider manual(s) compiled and distributed to Alabama Medicaid Providers by the fiscal agent.

Time limits for Claim Submission.

a. Medicaid will pay only clean claims submitted timely to its fiscal agent. A clean claim is a
claim which can be processed for payment or denied without obtaining additional information
from the provider. A timely claim is a clean claim which is received by the fiscal agent within
one year of the date of service, unless a different limitation is specifically provided elsewhere
in this Code.

b. A claim which does not have sufficient information to be entered into the automated claims
processing system will be returned to the provider (RTP) and will not be considered as a
clean claim submitted timely to the fiscal agent.
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Chapter 1. General

C.

A clean claim which is not timely received by the fiscal agent will be denied as outdated,
except as provided in paragraph (5) below:

5. Exceptions to Time Limits for Claims Submission.

a.

Where a claim has been timely submitted to Medicare or other third party payor and the
Medicaid claim is not timely received in payable form by the fiscal agent in accordance with
paragraph (4), above, a clean claim may still be processed if received within 120 days of the
notice date of the disposition by the third party payor with such date indicated on the face of
the claim. If Medicare or other third party payor denies the claim, a copy of the denial notice
must be attached

Where a claim is for services rendered to a recipient during a time period for which
retroactive eligibility has been awarded and the claim is not timely received in payable form in
accordance with paragraph (4), above, a clean claim may still be processed if received by the
fiscal agent within one year of the date of the award notice.

Where a claim has been paid by Medicaid and is subsequently recouped, a resubmitted
clean claim which is not timely received in payable form in accordance with paragraph (4),
above, may still be processed if received within 120 days of the recoupment date, with such
date indicated on the face of the claim. A copy of the EOP showing the recoupment must be
attached.

The agency may make payments at any time in accordance with a court order, or to carry out
administrative review or hearing decisions taken to resolve a dispute.

6. Time Limits for Claims Payments.

a.

Except as otherwise provided above, the Medicaid fiscal agent must process and pay all
clean claims within twelve (12) months of receipt of the claim.

A provider who submits a clean claim to the fiscal agent should normally receive payment or
denial within ninety (90) days. If payment is not received within this time period the provider
should contact the fiscal agent for a status report of the claim.

When a provider's efforts to receive payment for a claim, with the help of the fiscal agent are
fruitless, the provider should write to the associate director for its program at Medicaid before
the time limitation expires. Providers should contact the Third Party section at Medicaid if
there are problems with TPL-related claims.

7. Administrative Review of Claims Denied as Outdated.

a.

A provider who is denied payment on an outdated claim may request an administrative
review of the claim. A written request for an administrative review should be addressed to
the appropriate program area and must be received by Medicaid within sixty (60) days of the
date the claim becomes outdated, which is the time limit provided in paragraph (4)(a), except
that a claim falling within one of the exceptions in paragraphs (5)(a), (b) or (c), above,
becomes outdated at the expiration of the 120-day or one-year period, whichever is
applicable.

A provider is not entitled to a fair hearing on an outdated claim until after an administrative
review of the claim. A hearing request received prior to or in lieu of a request for an
administrative review will be treated in all respects as a request for an administrative review.

It is the responsibility of the provider, when submitting outdated claims for an administrative
review, to furnish adequate documentation of its good faith attempts to obtain payment of the
claim, including copies of relevant EOPs and correspondence with the fiscal agent and
Medicaid. The provider must also include an error-free claim to furnish the fiscal agent in
cases where the decision is favorable.
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Where a provider has timely requested an administrative review, research of the claim history
reveals that the claim was originally filed before it became outdated under paragraph (7)(a),
and the provider has established that it made a good faith effort to file a clean claim, Medicaid
shall have the authority to instruct the fiscal agent to waive the filing limitation and process
the claim

The provider will be notified in writing of the review decision. A provider who has timely
requested an administrative review and received an adverse decision may request a fair
hearing in accordance with Chapter 3 of this Administrative Code. Such request must be in
writing and received by Medicaid within 60 days of the date of the administrative review
denial letter. A provider is not entitled to further administrative review or a fair hearing on an
outdated claim which is processed under this rule and which is denied due to a provider error
on the claim.

A provider is not entitled to further administrative review or a fair hearing on an outdated
claim which is processed under this rule and which is denied due to a provider error on the
claim.

If all administrative remedies have been exhausted and the claim is denied, THE PROVIDER
CANNOT COLLECT FROM EITHER THE RECIPIENT (PATIENT) OR HIS/HER SPONSOR
OR FAMILY.

Author: Bill Butler, General Counsel, Office of General Counsel

Statutory Authority: 42 C.F.R. Section 447.45; Social Security Act, Section 1902(a)(27).

History: Rule effective October 1, 1982. Amended April 11, 1985; January 1, 1986; ER April 27, 1987,
August 10, 1987; March 12, 1988; May 12, 1989, December 14, 1990 and January 13, 1993. Amended:
Filed August 21, 2002, effective November 15, 2002.

Rule No. 560-X-1-.18. Provider/Recipient Signature on Claim Forms

1. Provider Signatures.

a.
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Medical Claims: Individual practitioners may sign a medical claims submission agreement
with Medicaid for the submission of paper claims in lieu of signing individual claims forms. By
signing the claim agreement, the provider agrees to keep any records necessary to disclose
the extent of services the provider furnishes to recipients; to furnish Medicaid, the Secretary
of HHS, or the State Medicaid fraud control unit such information and any information
regarding payments claimed by the provider for furnishing services, upon request; to certify
that the information on the claim is true, accurate, and complete, and that the claim is unpaid;
and that the provider understands that payment of the claim will be from federal and state
funds, and that any falsification, or concealment of a material fact, may be prosecuted under
federal and state laws. If an agreement is not signed, the individual practitioner must
personally sign the claim form in the appropriate area or place his/her initials next to a
typewritten or stamped signature. An individual practitioner's name or initials may be written
by another person who has power of attorney from the practitioner to do so.

Institutional Claims: A representative of the institution must sign the UB-82 claim form in the
appropriate area or place his/her initials next to a typewritten or stamped signature certifying
that the statements on the reverse apply to the bill and are made a part thereof. Nursing
facilities and home health agencies filing on a turnaround document must have
representative sign the certification block on the statistical page.

Pharmacy Claims: Either the pharmacist's signature, the printed name of the pharmacist or
the statement "signature on file" must be placed on the drug claim form as certification that
the provider agrees to the statements referenced in (1)(a).
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2. Recipient Signature.

a. While a recipient signature is not required on individual claim forms, all providers must obtain
a signature to be kept on file, e.g., release forms or sign-in sheets, as verification that the
recipient was present on the date of service for which the provider seeks payment.
Exceptions to the recipient signature are listed below.

1.

The recipient signature is not required when there is no personal recipient/provider
contact as is usually the case for laboratory or radiology.

llliterate recipients may make their mark, for example, "X" witnessed by someone
with their dated signature after the phrase "witnessed by."

Interested parties may sign claim forms for recipients who are not competent to sign
because of age, mental, or physical impairment.

Home Health recipient signatures are obtained on the Home Health certification form
which acknowledges services are medically necessary and approved for payment.

The recipient signature is not required on the provider multiple listings (Turnaround
Document) of nursing facility patients, for claim processing by the fiscal agent.
Certification by the provider is indicated by their signature on the statistical page
attached to the Turnaround Document when submitted to the fiscal agent.

The recipient signature is not required when a home visit is made by a physician.
The physician must provider documentation in the medical record that the services
were rendered.

For services rendered in a licensed facility setting, other than the provider's office, the
recipient's signature on file in the facility's record is acceptable.

b. When payment has been made on claims for which the recipient signature is not available
and one of the above exceptions is not applicable, the funds paid to the provider covering this
claim will be recovered.

Authority: State Plan, Attachment 4.19-A & D; Alabama State Records Commission; 42 C.F.R. Section
433.32. Rule effective October 1, 1982. Amended May 15, 1983, October 7, 1983, and January 1, 1984.
Effective date of this amendment October 12, 1991.

Rule No. 560-X-1-.19. Sales Tax on Medicaid Paid Items

1. State and municipal gross sales taxes within Alabama are not to be included in charges for Medicaid
covered services, medical supplies and equipment.

2. Alabama law exempts from any state gross sales taxes all medicines prescribed by physicians when
the prescription is filled by a licensed pharmacist, or sold to the patient by the physician, for human
consumption or intake.

Authority: Act 81-663 of the Alabama Legislature.

Rule No. 560-X-1-.20. Consent for Health Services for Certain Minors and

Others

Consent for health services for certain minors, and others will be governed by Code of Alabama, 1975,

Title 22, Chapter 8.

Authority: Code of Alabama, 1975, Section 22-8.
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Rule No. 560-X-1-.21. Provider Medicaid Records Inspection/Audit

1. Alabama Medicaid providers shall keep detailed records in Alabama, except as provided in
subparagraph (5) Rule No. 560-X-16-.02, that will fully disclose the extent and cost of services,
equipment, or supplies furnished eligible recipients. These records will be retained for a period of
three (3) years plus the current year.

2. Providers shall make all such records available for inspection and audit by authorized representatives
of the Secretary of Health and Human Services, Alabama Medicaid Agency and other agencies of the
State of Alabama. Provider records and operating facilities shall be made available for inspection
during normal business hours.

3. All providers shall, upon either verbal or written request from any agencies listed above, furnish free
of charge a copy of any requested record. If the provider has no copies, the provider must allow the
person requesting the copy to check out the original for copying. The provider may require that a
receipt be given for any original record removed from his premises.

Authority: State Plan, Attachment 4.19-A & D; Alabama State Records Commission; 42 C.F.R. Section
433.32. Rule effective October 1, 1982. Amended May 15, 1983 & October 7, 1983. Effective date of
this amendment January 1, 1984.

Rule No. 560-X-1-.22. Authorship of Regulations

The author of all rules and regulations is the Commissioner of Medicaid, the Head of the Agency.
Authority: Executive Order No. 38, dated March 2, 1981 and Executive Order No. 83, dated September
26, 1977.

Rule No. 560-X-1-.23. Payments

1. All payments shall be subject to the availability of appropriated funds for the Alabama Medicaid
Program.

2. Notwithstanding anything in this Code to the contrary, in the event of proration of State Funds

available to the Alabama Medicaid program, payment for Medicaid benefits shall be made in
accordance with provisions of the Alabama State Plan for Medical Assistance.

Authority: State Plan; Code of Alabama, 1975, Section 41-4-90.

Rule No. 560-X-1-.24. Limitations on Providers

1. The Alabama Medicaid Agency will normally enroll providers of covered services and issue provider
contracts to new provider applicants who meet the requirements of the Code of Federal Regulations,
the licensure and/or certification requirements of the State of Alabama, and the Administrative Code
and operating procedures of the Alabama Medicaid Agency.

2. Providers who have been convicted of fraud will not be considered for contract with the Medicaid
Agency.
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3. The Alabama Medicaid Agency may terminate an existing contract of a provider when the Agency
determines that during the last fiscal year the provider has provided services to Medicaid-only
recipients not exceeding five claims and/or $100.00.

Authority: Title XIX, Social Security Act; 42 C.F.R., Section 431.51, Section 440.230, Section 440.240,
Section 442.12(d)(1), Section 447.204, Section 442.10, et seq., Section 431.107, Part 455, Subpart C,
and Part 405. Rule effective May 9, 1984. Amended March 11, 1985. Emergency rule effective April 16,
1987. Effective date of this amendment July 10, 1987.

Rule No. 560-X-1-.25. Copayment (Cost-Sharing)

1. Medicaid recipients are required to pay the designated copayment amount for the following services
(including Medicare crossovers):

Physician office visits (including optometric)

Inpatient hospital admissions

a.
b
c. Outpatient hospital visits
d. Rural health clinic visits

e. Durable Medical Equipment
f.  Medical Supplies

g. Pharmaceutical
2. The copayment amount does not apply to services provided for the following:
a. Pregnancy

b. Recipients under 18 years of age

c. Family planning

3. In addition to the exemptions in (2) above, each service has other specific exemptions. Please refer
to the appropriate chapter for a complete list of the exemptions.

4. A provider may not deny services to any eligible individual due to the individual's inability to pay the
cost-sharing amount imposed.

Authority: State Plan, Attachment 4.18-A; Title XIX, Social Security Act; 42 C.F.R. Section 447.50,
Section 447.55, Section 447.15. Rule effective June 8, 1985.

Rule No. 560-X-1-.26. Ancillary Services Associated with Noncovered
Benefits.

When a medical benefit is a noncovered service under the Alabama Medicaid Program, all ancillary
charges related to delivery of that benefit are also considered noncovered.

Authority: State Plan, Title XIX of the Social Security Act, 42 C.F.R. Section 401, et seq. Rule effective
February 20, 1986.
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Rule No. 560-X-01-.27 Organ Transplants

Alabama Medicaid will cover organ transplants under the following terms and conditions. These terms
will apply to all procedures except cornea transplants.

1-16

Transplants must be performed in the state of Alabama if medically available and appropriate for
particular patient and transplant type with the exception of (8)(d) below.

All transplant candidates must be from referrals by EPSDT or the primary physician.
All transplant evaluations must be conducted by the Medicaid

primary contractor. If the primary contractor is unable to perform the transplant, a referral to another
facility may be made. The primary contractor will be responsible for coordination and reimbursement
of referrals.

The following transplants are covered for recipients of any age:

bone marrow,
kidney,

heart,

lung,

heart/lung,

-~ ® a0 T @

liver,

pancreas,

2 Q@

pancreas/kidney,
i. liver/small bowel,

j. small bowel

For EPSDT referrals, other transplants may be considered for approval if medically necessary,
therapeutically effective, and nonexperimental.

All transplants must be prior approved by Medicaid. The primary contractor will forward a
recommendation packet to Medicaid following evaluation of the recipient. Medicaid will issue notice
to the recipient of approval or denial.

Recipients who are denied Medicaid coverage for transplants will be offered the opportunity for a fair
hearing under the provisions of Chapter Three of this code.

Reimbursement

a. Reimbursement will be a global payment established by Medicaid.
1. The global payment will include the following:
2. pre-transplant evaluation,
3. organ procurement,
4. hospital room, board, and ancillary services,
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out of hospital ancillary services,
post-operative care,

pharmacy and laboratory services, and
8. all professional fees

N o »

b. Services provided after discharge will be reimbursed on a fee for service basis.

c. Reimbursement provisions apply to transplants performed both instate and out-of-state. The
global payment represents full payment for all services associated with the transplant.
Recipients may not be billed for the difference between the submitted amount and the global
payment.

d. Third Party Payors: Medicaid is a payor of last resort. When a primary payor other than
Medicaid has obligated to cover the transplant Medicaid may, at its discretion, approve that
payor’s site preference for the transplant.

10. Cornea transplants are covered for defects (as diagnosed by
11. ophthalmologists) which are correctable by transplant.

12. Cornea transplants do not require prior approval.

13. Reimbursement for cornea transplants will be normal Medicaid
14. pricing methodology.

15. Services associated with cornea transplants will be counted in a recipient's regular Medicaid benefit
limits.

Author: Carol Akin, Associate Director, Clinic/Ancillary Services

Statutory Authority: Title XIX, Social Security Act; 42 CFR, Section 405.310(k), Section 440.10, Section
440.50, et seq; State Plan, Attachment 3.1.E and Attachment 4.19B, Section18.

History: Rule effective June 10, 1987. Amended July 17, 1991; October 12, 1991; May 13, 1996;
January 12, 1998; and January 11, 1999. Amended: Filed October 20, 1999;

effective January 12, 2000. Amended: Filed May 22, 2000; effective August 10, 2000.

Amended: Emergency Rule filed January 19, 2000; effective February 1, 2001. Amended: Filed January
19, 2001; effective April 18, 2001. Amended: Filed July 20, 2001, effective October 16, 2001.

Rule No. 560-X-1-.28 Early and Periodic Screening, Diagnosis and Treatment

1. Early and Periodic Screening, Diagnosis, and Treatment will be available for Medicaid-eligible
recipients under the age of 21 years old. This coverage will be provided for medically necessary
health care, diagnosis, treatment and/or other measures described in Section 1905(a) of the Social
Security Act and more specifically in Chapter 11 of the Administrative Code.

2. The services must be necessary to correct or ameliorate a defect, physical or mental iliness, or other
conditions discovered during or as a result of an EPSDT screen, whether or not the services are
covered or exceed benefit limits as stated in the State Plan. Misspent funds identified as a result of
retrospective review will be recouped in accordance with the procedures in Chapter 4 of the
Administrative Code.

Authority: State Plan, Attachment 3.1-A, Title X, Social Security Act Section 1905, 42 CFR 440,441.
OBRA-89 Section 6403. Rule effective December 14, 1990.
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Rule No. 560-X-1-.29 Managed Care

1.

Medicaid services offered by Managed Care Plans will be available for Medicaid recipients residing in
areas of the State targeted for managed care implementation. The Managed Care Plan must cover
all services as specified in the contract between the Agency and the Plan and shall not be less in
amount, duration and scope, than those available to other Alabama Medicaid eligibles, as specified in
the Alabama State Plan for medical assistance.

If an enrollee utilized a Plan's non-contract provider for in-plan services, other than emergency
services, family planning services, and services provided by an FQHC, the Plan shall not be liable for
the cost of such utilization unless the Plan referred the enrollee to the non-contract provider or
authorized the out of Plan utilization. Payment by the referring Plan for properly documented claims
shall not exceed the maximum fee-for-service rates applicable for that provider for similar services
rendered under the Alabama Medicaid Program, unless otherwise agreed upon by the Plan and the
Plan's non-contract provider. No reimbursement shall be available directly from Medicaid for in-plan
services provided by the Plan's non-contract providers.

Authority: 42 C.F.R. Section 447.15. Effective date of this amendment: August 12, 1994.
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Chapter 2.

Assuring High Quality Care

Rule No. 560-X-2-.01. Methods for Assuring High Quality Care

The following methods shall be used in administering the Medical Assistance Program to ensure that
medical remedial care, and service provided are of high quality, properly utilized and based on acceptable
professional medical standards, State and Federal laws and regulations.

1. Peer Review Committees, as appropriate, will be established in Alabama for the purpose of settling
disputes related to charges made for professional and other medical assistance services. Problems
submitted to Peer Review Committees may originate with Alabama Medicaid Agency, its fiscal agent,
providers, and recipients. Additional Peer Review Committees may be established as needed.

a. Problem referral procedure.

1.

2.

The fiscal agent shall gather information about a problem discovered through claims
processing and attempt to resolve it with a provider or recipient.

Where a solution cannot be reached, the facts will be submitted to the Alabama
Medicaid Agency for resolution.

Problems not resolved by the Alabama Medicaid Agency may be referred to the
appropriate peer review committee. Medicaid will assemble the facts and arrange for
the Peer Review Committee to consider the problems at a mutually agreeable time and
place. When a professional specialty consultation is needed, Medicaid may arrange for
the service.

b. Facts about Peer Review Committees.

1.

Peer Review Committees act independently of fiscal agent and representatives of the
Alabama Medicaid Agency.

No member of a Peer Review Committee who has an ownership interest in a facility
under review will participate in committee action for the facility.

A member of a Peer Review Committee shall not review a case on which he or a
partner or associate is the attending physician or dentist or in which he has had a
professional responsibility.

Peer Review Committees may be provided with advice and consultation from other
medical and paramedical specialty agencies organized to deal with problems within
their specialty.

A majority of the members of the committee will constitute a quorum.

Peer Review Committees will send their reports to the Deputy Commissioner Program
Administration, Alabama Medicaid Agency. Information and reports are releasable on a
need-to-know basis.

A decision made by a Peer Review Committee is final and binding on all parties if
approved by the Director, Programs, Alabama Medicaid Agency.

c. Pharmacy Peer Review Committees. See Chapter 16: Pharmacy Services: Rule 560-X-16-.23,
Rule 560-X-16-.24, and Rule 560-X-16-.25.

d. Optometric Peer Review Committee.

1.
2.

An optometric Peer Review Committee will be maintained in the state by Medicaid.

The committee shall meet at least twice each calendar year to discuss problems and
complaints relative to optometric services within the Alabama Medicaid Program.

The Committee shall function as an appeal body on the request of Medicaid, optometric
providers, and Medicaid recipients.
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4. Prior authorization requests from optometrists denied by Medicaid shall be submitted for
consultation to the peer review committee before a final determination is made.

2. Utilization Review.

Each agency, organization, or institution providing care or services in the Medicaid program, must
have a utilization review plan approved by Medicaid or its designated agent.

a. Medicaid or its designee will monitor facility utilization review activities on inpatient hospital and
extended care services.

b. Ultilization review for dental services is a part of the dental professional review program.

c. Medicaid monitors utilization review activities concerned with evaluation and supervision of
nursing and other services provided by home health agencies.

d. Utilization review for Pharmaceutical services is a part of the pharmacy professional review
program and monitored by the Drug Utilization Review Program in cooperation with the fiscal
agent. Other monitoring activities are carried out by Medicaid in cooperation with the fiscal
agent.

e. Medical review for hospitals will be the responsibility of Medicaid or its designee.

f.  Medical review for skilled and intermediate care nursing facilities, to include ICF/MR and
ICF/MD, is the responsibility of the Alabama Medicaid Agency.

3. Medical Care Advisory Committee.

a. The State Plan established the requirement for a State Medical Care Advisory Committee to
participate with the Commissioner in policy development and program administration, including
the seeking of recipient participation in the Alabama Medicaid Program.

b. The Commissioner shall arrange for committee representation from licensed physicians and
others from the health and medical care professions familiar with the medical needs of low
income population groups. Representatives of consumer groups and of the public shall be
included on the committee.

c. The State Health Officer and the Commissioner, Department of Human Resources shall be
permanent ex-officio members of the committee.

d. The Medical Care Advisory Committee shall meet semi-annually and at other times as required
to advise the Commissioner on medical assistance matters brought before it.

4. Physician's Task Force:

a. Medicaid established a Physician's Task Force to obtain input from physicians and physician
type providers regarding identification of problems and possible initiatives Medicaid might
consider to enhance its relationship with providers.

b. The commissioner shall arrange for committee representation from licensed physicians and
dentists who are familiar with the medical needs of low income population groups.

c. The State Health Officer and the Executive Director of the Medical Association of the State of
Alabama shall be permanent ex-officio members of the Committee.

d. The Physician's Task Force shall meet semi-annually and at other times as required to advise
the commissioner on medical assistance matters brought before it.

Authority: State Plan; 42 C.F.R. Sec. 401, et seq. Rule effective October 1, 1982. Amended, May 9,
1984. Effective date of this Amendment, October 12, 1995.
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Rule No. 560-X-3-.01. Fair Hearings - General

1.

The State Plan provides that the office of the Governor acting through Medicaid, will be responsible
for fulfillment of hearing provisions for all matters pertaining to the Medical Assistance Program under
Title XIX. An opportunity for a fair hearing shall be granted to any individual or provider of services
requesting a hearing because a claim for medical assistance or payment for services provided a
recipient is denied or is not acted upon with reasonable promptness, or because the party is
aggrieved by any other agency action regarding receipt of medical assistance or payment for
services, or by an agency policy as it affects the situation, except as noted in paragraphs 3 and 4
below.

The Hearing Authority for all recipient and provider fair hearings for Alabama Medicaid Agency is the
Commissioner, who shall appoint one or more Hearing Officers, to conduct fair hearings and submit
findings and recommendations to the Commissioner for final decision on each case. The Hearing
Officer must not have been involved in any way with the action in question.

In general, eligibility for Medicaid is based on eligibility for certain public assistance programs
administered by the Department of Human Resources, and the Social Security Administration.
Complaints concerning eligibility matters shall be referred to the appropriate agency which made the
eligibility determination for a hearing. Procedures shall be set by the hearing agency.

Matters pertaining to hospital or nursing home decertification for both Title XVIII and XIX will be
referred to the Federal Health and Human Services Director for Health Standards and Quality in
Region IV. His office is responsible for making final decisions on joint program decertification.

Authority: State Plan; Title XIX of the Social Security Act. Rule effective October 1, 1982. Effective date
of amendment June 23, 1983.

Rule No. 560-X-3-.02. Fair Hearings - Definitions

1.

A fair hearing is a face-to-face hearing by an impartial State Hearing Officer at a time and place
reasonably convenient for the complainant and attended by the complainant or his authorized
representatives who may call witnesses or examine witnesses called by others.

A Documentary Hearing is one in which all the evidence for both the complainant and the agency is
presented to the hearing officer in written form. He then makes his recommendations based on the
evidence presented. Recommendations and decisions in documentary hearings have the same
authority as those rendered in a face-to-face hearing.

Authority: Section 1902(a)(3), Title XIX of the Social Security Act; 42 CFR Sec. 431.200 thru 431.245
and Section 41-22-12, Alabama Administrative Procedure Act. Rule effective October 1, 1982. Amended
August 9, 1984, and January 1, 1986. Effective date of this amendment August 10, 1987.
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Rule No. 560-X-3-.03. Fair Hearing Procedures for Recipients and Providers

1.

The procedures contained herein have been adopted by Medicaid to settle formal complaints of
persons who are receiving care under the Medicaid program or who have been denied care under
this program because of eligibility standards, or for providers who desire a fair hearing upon denial of
a claim for services, out-dated claim and non-renewal or termination of a contract. At the request of a
provider, the Commissioner may grant a fair hearing on any other matter pertinent to Medicaid.

Except where the Secretary of Health and Human Services had determined that a provider must be
removed from the program for abuse, the Commissioner of Medicaid shall, in writing, offer a provider
a fair hearing prior to suspension or termination from the Alabama Medicaid Program. If the provider
does not respond within 10 days of the written offer he will be terminated from the program without
further action.

When provider criminal fraud is suspected, the Commissioner shall cause her/his appropriate staff to
consult with the Office of the Attorney General prior to offering a fair hearing for termination purposes.

A complainant, or authorized person acting for him, may request a fair hearing in writing if he is not
satisfied with actions taken that relate specifically to himself. Persons desiring a hearing within the
jurisdiction of Medicaid will be referred to the Director, Hearings, for appropriate scheduling.

Except for the specific situations outlined below a written request for a fair hearing must be received
by Medicaid within 60 days following the notice of action which prompts a claimant to request a
hearing. Medicaid will not accept requests for fair hearings which are outside the 60 day limit. The
exceptions to the 60 day limit are as follows:

a. Inacase in which Medicaid is terminating recipient eligibility, if a hearing request is received
within 10 days of the date of the notice of action, benefits may be continued pending outcome
of the hearing unless there are unnecessary delays in finalizing the hearing caused by the
recipient or the recipient's representative.

b. Ina case in which Medicaid is suspending or terminating a Medicaid provider, if a hearing
request is received within 10 days of receipt of the notice of termination, the provider may
continue to remain as a Medicaid provider pending outcome of the hearing, unless there are
unnecessary delays in finalizing the hearing caused by the provider or the provider's
representative.

Authority: State Plan, Title XIX of the Social Security Act. 42 C.F.R. Sec. 401, et seq. Rule effective
October 1, 1982. Amended April 11, 1985. Effective date of amendment January 1, 1986.

Rule No. 560-X-3-.04. Fair Hearing Procedures

1.

3-2

A hearing shall be impatrtially conducted and held at a time and place which is reasonably convenient
for the parties, and written notice of such time and place shall be given by the Director, Hearings, or
the designated Hearing Officer, at least 10 (10) calendar days before the hearing is to be held. This
written notice will also contain information explaining the complaint's rights and procedures regarding
a hearing.

A complainant may be represented or assisted by legal counsel at his own expense; he may have a
friend or relative present his case; or he may present his case himself.
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3. A complainant or his representative must attend his hearing unless he is given written permission by
appropriate authority to be absent. His failure to attend shall leave the Hearing Officer with no
alternative but to proceed with the hearing and render a conclusion and recommendation in his
absence based upon evidence presented by he Alabama Medicaid Agency representatives.

4. The complainant and/or his authorized representative may call withesses, and may examine
witnesses called by others.

Authority: Section 1902(a)(3), Title XIX, Social Security Act; 42 CFR, 431.200 thru 431.245, and Section
41-22-12, Alabama Administrative Procedure Act. Rule effective October 1, 1982. Effective date of
amendment August 9, 1984.

Rule No. 560-X-3-.05. Documentary Hearing Procedures

Documentary Hearings are based solely upon the written or printed evidence presented to the Hearing
Officer by both the complainant and the agency. Complainants should, therefore, submit complete
records of all claims filed, correspondence, rejections, forms and attachments at the time the original
written request for a hearing is forwarded to the agency.

Authority: State Plan, Title XIX of the Social Security Act. 42 C.F.R. Section 401, et seq. Rule effective
August 10, 1987.

Rule No. 560-X-3-.06. Action by Agency On Hearing

1. Prompt, definitive, and final administrative action will be taken within sixty (60) days between the
request for a hearing and the rendering of the decision, unless there are extenuating circumstances
that require additional time. If the hearing is not completed within sixty days, the recipient or provider
will be notified of the reason for the delay. In any event, final administrative action will be taken within
ninety (90) days from the date of request for a hearing. The complainant will receive written
notification of the decision.

2. Recommendations of the Hearing Officer shall be based exclusively on evidence and other material
introduced at the hearing. A verbatim transcript of testimony and exhibits, or an official report by the
Hearing Officer containing the substance of what transpired at the hearing, together with all papers
and requests filed in the proceeding and the Hearing Officer's recommendations, shall constitute the
exclusive record for decision on a live hearing and shall be available to the complainant at any
reasonable time. The storage, proper maintenance and security of such records shall be the
responsibility of the Director, Hearings, Alabama Medicaid Agency.

3. Adverse decisions approved by the Commissioner, as the hearing authority, shall contain a statement
that rehearing and/or judicial review of this decision is available pursuant to the provisions of the
Alabama Administrative Procedure Act. The Commissioner shall notify the requestor, in writing
regarding the hearing decision.

Authority: Section 1902(a)(3), Title XIX of the Social Security Act; 42 CFR, Sec. 431.200 thru 431.245,
and Section 41-22-17, Alabama Administrative Procedure Act. Rule effective October 1, 1982. Amended
August 9, 1984. Effective date of amendment January 1, 1986.
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Rule No. 560-X-3-.07. Denial of a Hearing

1. If the request for a hearing, in the opinion of Medicaid legal counsel, presents only a legal issue, and
the validity of the controlling law or regulation is not challenged in the hearing request, a fair hearing
request may be denied.

2. If eligibility of a provider or a recipient has been terminated because of a criminal conviction for
Medicaid fraud or abuse, or if a provider has been terminated because of loss of required licensure,
then no fair hearing need be given. A certified copy of the judgement of conviction or of the decision
to revoke or suspend a provider's license shall be conclusive proof of ineligibility for further
participation in the Medicaid Program. The pendency of an appeal for any such conviction or license
revocation or suspension shall not abate the termination of Medicaid eligibility. If a conviction, or
license revocation or suspension is reversed on appeal, the recipient or provider may apply for
reinstatement to the Medicaid program. However, the reasons for the reversal will be scrutinized by
Medicaid and reinstatement will be at the sole discretion of the Commissioner.

Authority: State Plan, Title XIX of the Social Security Act. 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982.
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Rule No. 560-X-4-.01. General

1.

The Program Integrity Division is responsible for planning, developing, and directing Agency efforts to
identify, prevent, and prosecute fraud, abuse and/or misuse in the Medicaid Program. This includes
verifying that medical services are appropriate and rendered as billed, that services are provided by
qualified providers to eligible recipients, that payments for those services are correct, and that all
funds identified for collection are pursued.

Federal regulations require the State Plan for Medical Assistance to provide for the establishment and
implementation of a statewide surveillance and utilization control program that safeguards against
unnecessary or inappropriate utilization of care and services and excess payments. The Alabama
Medicaid Agency (Medicaid) has designated the Program Integrity Division through its Provider
Review, Recipient Review, and Investigations Units to perform this function. These units are
responsible for detecting fraud and/or abuse within the Medicaid Program through reviewing paid
claims history and conducting field reviews and investigations to determine provider/recipient abuse,
deliberate misuse, and suspicion of fraud. In addition, these units are utilized to aid in program
management and system improvement.

Cases of suspected recipient fraud are referred to local law enforcement authorities for prosecution
upon completion of investigation. Cases of suspected provider fraud and patient abuse are referred
to the Medicaid Fraud Control Unit in the Alabama Attorney General's Office which was established
under Public Law 95-142 and Health and Human Services guidelines to investigate, for possible
prosecution, alleged provider fraud and patient abuse in the Medicaid Program.

The Utilization Review Committee (URC) is established under the authority of Code of Alabama
(1975) Section 22-6-8. This Committee reviews cases of suspected provider or recipient fraud or
abuse and recommends appropriate sanctions. (Refer to sections 560-X-4-.04 and 560-X-4-.05.)

Authority: State Plan; Title XIX, Social Security Act, 42 C.F.R. Parts 431, 455, 456, 1000, 1001, 1002,
State Medicaid Manual 11420.6M. Rule effective October 1, 1982. Amended November 10, 1988.
Effective date of this amendment March 15, 1994.

Rule No. 560-X-4-.02. Purpose

The purpose of the Program Integrity Division is:

To guard against abuse, fraud, and deliberate misuse of Medicaid program benefits by individual
providers and recipients;

To assure that Medicaid recipients receive necessary medical care at a level of quality consistent with
that available to the general population;
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3. To exercise necessary fiscal control over federal and state tax dollars;

4. To assure provider and recipient compliance with federal and state Medicaid rules and regulations;
and

5. To assist in the identification of claims processing procedures that may be in conflict with State policy.

Authority: State Plan; Title XIX, Social Security Act, 42 C.F.R. Parts 431, 455, 456, 1000, 1001, 1002,
State Medicaid Manual 11420.6M. Rule effective October 1, 1982. Amended November 10, 1988.
Effective date of this amendment March 15, 1994.

Rule No. 560-X-4-.03. Method

1. Acquire, organize, and analyze data.

2. Present computer results through special reports that will enable Program Integrity to accomplish the
following:

a. Develop a comprehensive statistical profile of health care delivery and utilization patterns.

Reveal suspected instances of potential fraud or abuse by individual practitioners, providers,
recipients, or sponsors of recipients.

c. Provide information indicating the existence of any potential defects in the level of care or
quality of services provided under the Medicaid Program.

d. Provide information indicating the existence of any potential defects in State resolution
procedures.

3. Conduct in-house and on-site reviews/investigations to obtain additional facts and/or evidence to
substantiate suspicions or allegations. Alabama Medicaid Investigators shall properly identify
themselves to providers or recipients as representing the Alabama Medicaid Agency. They shall
request information that they consider pertinent to the investigation. Requests shall be made directly
to the provider, administrator, or person designated in charge.

4. Prepare and present reviews/investigation findings for corrective action and/or sanction.

5. Provide information identifying defects in documented policy and intended application.

Authority: State Plan; Title XIX, Social Security Act, 42 C.F.R. 8401, 431 et seq., 455 et seq., 456 et
seq., State Medicaid Manual 11420.6M. Rule effective October 1, 1982. Amended November 10, 1988,
and March 15, 1994. Effective date of this amendment March 26, 1996.
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Rule No. 560-X-4-.04. Fraud and Abuse by Providers

1.

Fraud is defined as an intentional deception or intentional misrepresentation made by a person with
the knowledge that the deception could result in some unauthorized personal benefit or unauthorized
benefit to some other person. Fraud is dependent upon evidence that must substantiate
misrepresentation with intent to illegally obtain services, payment, or other gains.

Code of Alabama (1975) Section 22-1-11 makes it a felony offense to falsify a claim or application for
payment of Medicaid benefits or offer, pay, solicit or receive kickbacks, bribes, or rebates for services.
Convictions for any of these felonious actions could result in a fine of $10,000 or imprisonment for one
to five years for each violation.

Providers participating in the Alabama Medicaid Program shall make available, free of charge, the
necessary records and information to Medicaid investigators, members of the Attorney General's
staff, or other designated Medicaid representatives who, in the course of conducting reviews or
investigations, have need of such documentation to determine fraud, abuse and/or other deliberate
misuse of the Medicaid program.

The Medicaid Fraud Control Unit of the Attorney General's Office may refer providers to Medicaid for
administrative sanctions because:

a. The dollar amount of the fraud involved does not warrant the expense of prosecution; or

b. Evidence of willful intent to defraud is lacking, although evidence of abuse is present.

Program abuse means provider practices that are inconsistent with sound fiscal, business, or medical
practices, and result in unnecessary cost to the Medicaid program, or in reimbursement for services
which are not medically necessary or that fail to meet professionally recognized standards for health
care; provided however, that any finding by the state survey agency of non-compliance by a nursing
facility with conditions of participation shall not be considered program abuse under this definition or
the examples below. Remedies for such non-compliance are governed by Rule 560-X-10-.25 of this
Code. Nothing in this definition is intended to imply that disputes arising from routine provider
reviews or audits necessarily constitute program abuse. Following are some examples of program
abuse as defined by the Alabama Medicaid Agency:

a. Over-utilizing the Medicaid program by furnishing, prescribing, or otherwise causing a
recipient to inappropriately receive service(s) or merchandise which is not medically
necessary or not otherwise required or requested by the recipient, or not generally provided
private pay patients;

b. Receiving disciplinary action by any state licensing authority which restricts or modifies a
provider's license;

Rebating or accepting a fee or portion of a fee or charge for a Medicaid patient referral;
Submitting a false application for provider status;

Charging recipients for services over and above that paid for by Alabama Medicaid Agency;

-~ o o 0

Failing to correct deficiencies in provider operations after receiving written notice of these
deficiencies from Medicaid;

g. Failing to repay or make arrangement for the repayment of identified overpayments or
otherwise erroneous payments received from the Medicaid fiscal agent; or

h. Being in a status of less than good standing with a professional licensing, peer review, or
similar organization governing the provider's practice.
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6.

10.

11.

12.

4-4

The following types of administrative sanctions may be imposed as a result of program abuses or
fraud by providers:

a. Provider warning letters for those instances of abuse that can be satisfactorily settled by an
informal correspondence process;

b. Suspension of payments to a provider in accordance with 42 C.F.R. 455.23 upon receipt of
reliable evidence (such as indictment or similar legal action) that the circumstances giving
rise to the need for a withholding of payments involve fraud or willful misrepresentation under
the Medicaid program;

c. Suspension of payments when a provider does not voluntarily repay improper payments; or
for large repayments which have been scheduled for installments, or withholding payments of
pending claims, as well as future claims, for application to overpayments owed;

d. Review of provider's claims prior to payment;
e. Restriction of provider's Medicaid participation to a specified setting or specified conditions;
f.  Suspension of provider's Medicaid participation for a specified time period; and/or

g. Termination of provider's Medicaid participation.

Restitution of improper payments made to the provider by the Medicaid program may be pursued in
addition to any administrative sanctions imposed.

The decision as to the sanction to be imposed shall be at the discretion of the Deputy Commissioners
of Medicaid based on the recommendation(s) of the Utilization Review Committee and/or the written
policy of the Program Integrity Division.

The following factors shall be considered in determining the sanction(s) to be imposed:

Seriousness of the offense(s);

Extent of violations and history of prior violations;

a
b

c. Prior imposition of sanctions;

d. Provider willingness to obey program rules;

e. Actions taken or recommended by peer review groups or licensing boards; and
f.

Effect on health care delivery in the area.
Medicaid shall initiate proceedings to suspend or terminate any provider that has been:

a. Convicted of defrauding the Medicaid program or convicted of a crime related to delivery of
medical care or services;

b. Suspended or terminated from the Medicare program for fraud/abuse; or

c. Suspended or terminated from practice by his professional licensing authority.

An administrative sanction may be applied to all known affiliates of a provider, provided that each
decision to include an affiliate is made on a case by case basis after giving due regard to all relevant
facts and circumstances.

Suspension or termination from participation of any provider shall preclude Medicaid from making
payment for any item or service furnished by or at the medical direction or on the prescription of such
provider on or after the effective date of the exclusion when a person furnishing the service knew, or
had reason to know, of the exclusion.
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13.

14.

15.

No clinic, group, corporation, or other association which is a provider of services shall submit claims
for payment to the fiscal agent for any services or supplies provided by a person within such
organization who has been suspended or terminated from participation in the Medicaid program,
except for those services or supplies provided prior to the suspension or termination.

When a provider has been sanctioned, Medicaid shall notify, as appropriate, the applicable
professional society, licensing authority, the Attorney General's Medicaid Fraud Control Unit, federal
agencies, appropriate county departments of social services, and the general public of the sanctions
imposed.

A notice setting forth the violations and the provider's rights to an administrative hearing shall be sent
to the provider at least ten days prior to the effective date of such sanction except for sanctions as
listed in (6)(a) and (b).

Authority: State Plan; Title XIX, Social Security Act, 42 C.F.R. Parts 401, 431, 455, 456, State Medicaid
Manual 11420.6M. Rule effective October 1, 1982. Amended December 10, 1987; November 10, 1988;
March 15, 1994; and March 26, 1996. Effective date of this amendment June 11, 1996.

Rule No. 560-X-4-.05. Abuse, Fraud, and/or Deliberate Misuse by Recipients or
Sponsors of Recipients

1.

Recipient abuse, deliberate misuse, or fraud cases include, but are not limited to, the following
categories:

a. Drug overutilization or overutilization of services;
Sale, alteration, or lending of the Medicaid card to others for services;

Criminal activity involved in securing medical services (such as forged prescriptions);

b
c
d. Repeated failure to safeguard the Medicaid card;
e. Collusion with providers for services or supplies;
f

Providing incorrect information or allowing others to do so in order to obtain Medicaid
eligibility;

g. Failure to reveal to Medicaid the existence of third party insurance, failure to pay to Medicaid
funds received from "Third Parties" as required by Chapter 20 of these Codes, or failure in

other respects to cooperate with Medicaid in its effort to secure the State's subrogation rights;
or

h. Failure to report changes which occur in income, living arrangements, or resources.

i. Inappropriate use of Medicaid voucher payments through the Non-Emergency Transportation
Program.

Code of Alabama (1975) Section 22-6-8 requires that a Medicaid recipient who has abused, defrauded
or deliberately misused benefits of the program shall immediately become ineligible for Medicaid
benefits and shall not again be eligible for Medicaid services for a period of not less than one year
and until full restitution is made to the State of Alabama.

All cases of suspected abuse, misuse or fraud in receipt of Medicaid benefits by a recipient or
sponsor shall be reviewed by the Program Integrity Division to determine the validity of suspected
abuse, misuse, or fraud. This determination shall include but not be limited to review of system
and/or medical data, and if necessary, interview of the suspect recipient, providers with whom he has
been in contact, and others as necessary.

Corrective action for suspected fraud, abuse, or deliberate misuse shall include the following:
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a. A warning letter for recipients found to be marginally abusing drugs or other services;

Restriction of benefits to one physician and one pharmacy for recipients found to be
overutilizing, misusing, and/or abusing services;

c. Additional restriction of controlled substances if Agency medical staff determines that a
recipient's controlled substances utilization is not supported by medical diagnoses; or

d. Suspension of Medicaid benefits as authorized by Code of Alabama (I1975) Section 22-6-8, if
recommended by the URC and approved by the Deputy Commissioners of Medicaid. Initial
determinations of fraud, abuse, or deliberate misuse of program benefits may result in URC
recommendation to the Deputy Commissioners of Medicaid that the recipient be deemed
ineligible for Medicaid benefits for a period of not less than one year and until full restitution of
any misspent funds resulting from such fraud, abuse or deliberate misuse. A second
determination of fraud, abuse, or deliberate misuse of program benefits by a recipient may
result in a URC recommendation to the Deputy Commissioners of Medicaid that the recipient
be deemed ineligible for Medicaid benefits for a period of not less than two years and until full
restitution has been made. Recurring occurrences of fraud, abuse, or deliberate misuse of
program benefits may result in a URC recommendation to the Deputy Commissioners of
Medicaid that the recipient be deemed ineligible for Medicaid benefits for a period of not less
than four years and until full restitution has been made.

5. Atleast ten days prior to imposing any administrative sanction for fraud, abuse or intentional misuse,
the recipient shall be provided with a notice of violation setting forth the reasons for the sanctions and
the recipient's rights to an administrative hearing.

6. When a recipient's eligibility for Medicaid benefits has been suspended due to having committed
fraud, abuse, or deliberate misuse of Medicaid benefits and the recipient subsequently reapplies for
Medicaid benefits during the period of suspension due to pregnancy, the Director of Program Integrity
will change the suspended status of the recipient to a restricted status for pregnancy related services
only. The recipient's eligibility status will be changed back to suspended at the end of the month in
which the sixtieth day following delivery occurs.

7. Recipients placed on restriction will have their utilization of services reviewed at least annually to
determine if there has been a change in utilization of drugs or other services. When the
determination has been made by medical staff that a restriction status should be continued, the
recipient will be natified of the following:

a. The reason for continuation of their restriction status;
b. Their right to reconsideration of this decision and procedures for requesting such; and

c. Their right to a fair hearing and procedures for requesting such.

8. If arecipient loses eligibility while on restriction, they will remain restricted upon reinstatement of
eligibility pending review by Medicaid medical staff.

Author: Arnita Howard, Director, Beneficiary Support Division

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Sections 401, 431.54, 455 et
seq., 456 et seq., 6th Omnibus Budget Reconciliation Act, Sec 9401, 9407.

History: Rule effective October 1, 1982. Amended February 8, 1984; June 10, 1987; April 12, 1988;
November 10, 1988; March 14, 1989; October 13, 1989; June 14, 1990; January 13, 1993; March 15,
1994; and March 26, 1996. Amended: Filed December 16, 2002; effective March 18, 2003.
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Rule No. 560-X-4-.06. Medicaid Eligibility Quality Control

The Alabama Medicaid Agency Quality Control Unit is responsible for monitoring Medicaid eligibility
correctness. Through its findings administrators may identify and eliminate or reduce dollar losses by
effective corrective action in program operations.

1.

Quality Control shall select a monthly random sample of Medicaid recipients from the computer
maintained eligibility file.

The random sample shall be reviewed for eligibility determination errors, policy application, and
administrative correctness.

Claims shall be collected on the sample to determine payment and error rate due to eligibility
determination errors.

Information gathered from these reviews shall provide the basis for corrective action to reduce
erroneous Medicaid payments.

The Department of Human Resources (DHR) has eligibility quality control responsibility for the Aid to
Dependent Children (AFDC) Program and state supplementation segment of Medicaid eligibles.

The total Medicaid payment error rate is the amount of erroneous claims paid due to client ineligibility
in the medical assistance only (MAO), AFDC related, and state supplementation cases.

Authority: State Plan; 42 C.F.R. Sec. 401, et seq. Rule effective October 1, 1982. Amended May 9,
1984. This amendment effective September 12, 1995.
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Chapter 5. Psychiatric Facilities for Individuals 65 or Over

Rule No. 560-X-5-.01. General

1. Inpatient psychiatric services for recipients age 65 or over, are covered services when provided:

a. In afree-standing psychiatric hospital exclusively for the treatment of persons age 65 or over
with serious mental illness( as defined in the Diagnostic and Statistical Manual of Mental
Disorders, Fourth Edition);

b. Under the direction of a geriatric psychiatrist;
c. After the recipient reaches the age of 65; and

d. To a patient remaining in a facility for the course of the hospitalization.

2. Inpatient psychiatric services for recipients age 65 and over are unlimited if medically necessary and
the admission and/or the continued stay reviews meet the approved psychiatric criteria. These days
do not count against the recipient's inpatient day limitation for care in an acute care hospital.

Authority: State Plan, Attachment 3.1-14. Rule effective October 12, 1995.

Rule No. 560-X-5-.02. Participation

1. In order to participate in the Title XIX Medicaid program and to receive Medicaid payment for inpatient
services for individuals 65 and older, a provider must meet the following requirements:

a. Be certified for participation in the Medicare/Medicaid program;

Be licensed as an Alabama free-standing acute geriatric psychiatric hospital in
accordance with current rules contained in the Alabama Administrative Code Chapter
420-5-7. State hospitals that do not require licensing as per state law are exempt from
this provision (Alabama Code, Section 22-50-1, et seq.);

Be accredited by the Joint Commission on Accreditation of Healthcare Organizations;
Specialize in the care and treatment of geriatric patients with serious mental illness;

Have on staff at least one full-time board certified geriatric psychiatrist/geriatrician;

-~ o 2 0

Employ only staff who meet training/certification standards in the area of geriatric
psychiatry as defined by the State's mental health authority;

g. Be recognized as a teaching hospital, and affiliated with at least one four-year institution
of higher education with a multi-disciplinary approach to the care and treatment of
geriatric patients with serious mental illness;

h. Provide outpatient and community liaison services throughout the State of Alabama
directly or through contract with qualified providers;

i. Bein compliance with Title VI and VII of the Civil Rights Act of 1964, Section 504 of the
Rehabilitation Act of 1973, the Age Discrimination Act of 1975, and the Americans with
Disabilities Act;

j- Execute an Alabama Medicaid Provider Agreement for participation in the Medicaid
program;

k. Submit a written description of an acceptable utilization review plan currently in effect;
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I.  Submit a budget of cost for its inpatient services for its initial cost reporting period, if a
new provider; and

m. Be under the jurisdiction of the State's mental health authority.

2. Application by Alabama geriatric psychiatric facilities for participation in the Alabama Medicaid
program is to be made to:

Alabama Medicaid Agency
Attention: Hospital Program

Post Office Box 5624

Montgomery, Alabama 36103-5624

3. After enroliment, submission of a monthly inpatient census report using the PSY-4 form is required.

4. ltis the facility's responsibility to ensure compliance with all federal and state regulations and to
ensure that all required documentation is included in the recipient's record. Failure to comply will
result in denial of payment and possible recoupment of reimbursements made previously.

Authority: 42 C.F.R. Subpart E, Section 482.60 through Section 482.62. Rule effective October 12,
1995. The effective date of this amendment is November 10, 1997.

Rule No. 560-X-5-.03. Geriatric Inpatient Psychiatric Benefits

1. For purposes of this chapter, an inpatient is a person, age 65 or over, who has been admitted to a
free-standing psychiatric facility specializing in the diagnosis, treatment and care of geriatric patients
occupying beds, for the purpose of maintaining or restoring to the greatest possible degree of health
and independent functioning.

2. The number of days of care charged to a recipient of inpatient psychiatric service is always units of
full days. A day begins at midnight and ends 24 hours later. The midnight to midnight method is
used in reporting days of care for the recipient, even if the facility uses a different definition of day for
statistical or other purposes.

3. Medicaid reimbursement is available for the day of admission, but not the day of discharge.

4. Therapeutic visits away from the psychiatric facility to home, relatives or friends are authorized if
certified by the attending physician as medically necessary in the treatment of the recipient.

a. Therapeutic visits may be authorized up to 14 days per admission if certified by the attending
physician as medically necessary in the treatment of the recipient. No part of the time spent
on any therapeutic leave may be billed to Medicaid.

b. Return to inpatient status from therapeutic visits exceeding 14 days per admission will be
considered a readmission with the required certification of need for treatment documented in
the patient's record.

c. Therapeutic visit records will be reviewed retrospectively by the Quality Assurance Program
at Medicaid. Providers that have received payments for therapeutic visits will have funds
recouped.

Authority: State Plan, Attachment 3.1-A, 4.19-A. 42 C.F.R. Section 436.1004. Rule effective October
12, 1995. The effective date of this amendment is November 10, 1997.
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Rule No. 560-X-5-.04. Certification of Need for Service

1.

Certification of need for services is a determination which is made by a physician regarding the
Medicaid recipient's treatment needs for admission to the facility.

The physician must certify for each applicant or recipient that inpatient services in a mental hospital
are or were needed.

The certification must be made at the time of admission. No retroactive certifications will be accepted.

For individuals applying for Medicaid while in the hospital, the certification must be made before
Medicaid can authorize payment.

The physician must complete the PSY-5 form, which is the certification of need for care. This form
must be kept in the patient's record.

The PSY-6 form, or acceptable equivalent approved by Medicaid, which is the recertification of need
for continued inpatient services for each applicant or recipient, must be completed by a physician, a
physician assistant, or a nurse practitioner acting under the supervision of a physician.

The PSY-6 form, or acceptable equivalent must be completed at least every 60 days after initial
certification. This form must be kept in the patient's record.

The physician must complete an assessment note in the patient's record within 24 hours of a patient's
return from any leave status.

Authority: 42 C.F.R. Section 441, Subpart D. Rule effective October 12, 1995. The effective date of
this amendment is November 10, 1997.

Rule No. 560-X-5-.05. Medical, Psychiatric, and Social Evaluation

1.

Before admission to a psychiatric facility or before authorization for payment, the attending physician,
psychiatrist, or staff physician must make a medical evaluation of each individual's need for care in
the facility. Appropriate professional personnel must make a psychiatric and social evaluation.

Each medical evaluation must include:
Diagnosis;

Summary of present medical findings;

a

b

c. Medical history;

d. Mental and physical functional capacity;

e. Prognosis; and

f.  Arecommendation by the physician concerning:
1. Admission to the psychiatric facility; or

2. Continued care in the psychiatric facility for individuals who apply for Medicaid while
in the facility.

Authority: 42 C.F.R. Section 456.170. Rule effective October 12, 1995.
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Rule No. 560-X-5-.06. Plan of Care

1.

2.

The attending physician or staff physician must establish a written plan of care for each individual
before admission to a mental hospital and before authorization of payment.

The plan of care must include:
Diagnosis, symptoms or complaints indicating a need for admission to inpatient care;
Description of the functional level of the patient;

Treatment objectives;

o o o w

Orders for medications, treatments, therapies, activities, restorative/rehabilitative services,
diet, social services and special procedures needed for health and safety of the patient; and

e. Continuing care plans that include post-discharge plans and coordination of inpatient services
with partial discharge plans and related community services to ensure continuity of care with
the recipient's family and community service providers upon discharge.

The plan of care must be reviewed at least every 90 days or with significant changes in patient
functioning or acuity by the attending or staff physician and other appropriate staff involved in the care
of the recipient.

The plan of care will be evaluated to ensure that the recipient is receiving treatment that maintains or
will restore him to the greatest possible level of health and independent functioning.

A written report of the evaluations described in Rule No. 560-X-5-.05 and the plan of care described
in this section must be in the individual's record at the time of admission or immediately upon
completion of the report if the individual is already in the facility.

Authority: 42 C.F.R. Section 456.180. Rule effective October 12, 1995. The effective date of this
amendment is November 10, 1997.

Rule No. 560-X-5-.07. Utilization Review (UR) Plan

As a condition of participation in the Title XIX Medicaid program, each psychiatric facility shall:

1.

Have in effect a written UR Plan that provides for review of each recipient's need for services that the
facility furnishes to him. This written UR Plan must meet the requirements under 42 C.F.R Section
456.201 through Section 456.245;

Maintain recipient information required for the UR Plan under 42 C.F.R. Section 456.211, which shall
include the certification of need for service and the plan of care; and

Provide a copy of the UR Plan and any subsequent revisions to Medicaid for review and approval.

Authority: 42 C.F.R. Section 456.200 - 456.245. Rule effective October 12, 1995.

5-4
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Rule No. 560-X-5-.08. Payment

1.

Payment for inpatient services provided by psychiatric facilitates for individuals age 65 and older shall
be the per diem rate established by Medicaid for the hospital, which is based on the Medicaid cost
report and all the requirements expressed in Chapter 23 of the Alabama Medicaid Administrative
Code. Patient liabilities, if applicable, will be deducted from the per diem. The hospital will be
responsible for collecting the liability amount from the patient and/or his/her sponsor. Providers
should reference their billing manual for claim submission procedures.

Providers are required to file a complete uniform Medicaid cost report for each fiscal year. Two
copies of this report must be received by Medicaid within three months after the Medicaid cost report
year-end.

If a complete uniform cost report is not filed by the due date, the hospital shall be charged a penalty
of $100.00 per day for each calendar day after the due date.

Hospitals that terminate participation in the Medicaid program must provide a final cost report within
120 days of the date of termination of participation.

Authority: State Plan, Attachment 4.19-A. 42 C.F.R. Section 447, Subpart D. Rule effective October
12, 1995. The effective date of this amendment is November 10, 1997.

Rule No. 560-X-5-.09. Inspection of Care

1.

The Medicaid Quality Assurance Program will periodically perform an inspection of care and services
provided to recipients in accordance with 42 C.F.R. Part 456, Subpart I. The review team must
consist of psychiatrist or physician with knowledge and experience in the provision of care in mental
institutions and other appropriate mental health and social service personnel. This physician may not
inspect the care of a recipient for whom he is the attending physician or for whom he has served as
the consulting physician. The Medicaid Agency will determine, based on the quality of care and
services provided in the facility and the condition of recipients in the facility, at what intervals
inspections will be made. However, the review team must inspect the care and services provided to
each recipient in the facility at least annually. The inspection must include:

a. Personal contact with and observations of each recipient; and/or

b. Review of each recipient's medical record.

In making determination of adequacy of services, the team may consider items such as, but not
limited to:

a. The medical, social, and psychiatric evaluations and an assessment of the adequacy and
completeness of the plan of care;

b. The plan of care is followed,;
All services ordered are provided and properly documented;

d. The attending physician reviews of prescribed medication regimens are made at the
appropriate times and properly documented;

e. Tests or observations of each recipient indicated by his medication regimen are made at
appropriate times and properly documented;

f. Professional progress notes are made as required and consistent with the observed condition
of the recipient;

g. The recipient receives adequate services based on observation;
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3.

4,

h. The recipient needs continued inpatient care; and

i. Alternative care is available and appropriate.

Each recipient's chart will be reviewed by the Medicaid review team to assure that the following items
are included on the chart:

Certification of need. (PSY-5)
Recertifications. (PSY-6 or acceptable equivalent)

Completed medical, social, and psychiatric evaluations.

o o T w

Current plan of care.
The review team will also review the chart for:

a. Physician, nurse, and other professional staff members' progress notes. These notes will be
assessed for consistency with the observed condition of the patient.

Services being provided as ordered.
Completeness of the plan of care.

b

c

d. Documentation supporting the need for continued hospitalization.

e. Documentation of review of medication by a physician every 30 days.
f.

Discharge plan or a plan for alternative care.

The review team must submit a report on each inspection that contains observations, conclusions,
and recommendations as specified in 42 C.F.R Section 456.611.

At the time of the inspection, the team will also review each recipient's record for compliance with all
state and federal regulations. Payments for admissions that are found to be out of compliance may
be recouped by Medicaid.

Authority: 42 C.F.R, Part 456, Subpart I; Section 456.600 - 456.614. Rule effective October 12, 1995.
The effective date of this amendment is November 10, 1997.

Rule No. 560-X-5-.10. Authorization for Admission

1.

5-6

All admissions to psychiatric hospitals for recipients age 65 or older must be approved by Medicaid
prior to payment authorization.

A Medicaid psychiatric utilization reviewer shall be responsible for taking all telephone reviews.
Medical records and/or other documentation may be requested when the medical necessity of the
admission cannot be determined by telephone review. Providers will receive written notification when
admissions and/or recertifications are not found to be medically necessary.

Reviews shall be called in within eight working days after admission. Reviews that are not called in
within eight working days will be approved beginning the day the review is called in, provided the
criteria for admission and continued stay are met.

Information required for admission review must include, but is not limited to:

a. Recipient information:
1. admitting diagnosis;
2. events leading to hospitalization;
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history of psychiatric treatment;
current medications;

physician orders;

6. presenting signs and symptoms.

ok~ w

b. Verification that Certification of Need Form (PSY-5) has been completed.
c. Verification that medical, social, and psychiatric evaluations have been completed.

d. Verification that initial treatment plan (Plan of Care) is present on recipient's chart.

Medicaid's Psychiatric Criteria for Age 65 or Over will be utilized in determining if the admission is
approved or denied.

If the admission is approved, the facility will be given verbal authorization to bill for the stay and the
initial continued stay review (CSR) date will be assigned.

If the admission cannot be approved, based on the information received by the review unit, additional
information will be requested.

If a determination is made by Medicaid that the admission is not medically necessary, the facility will
be notified in writing within two working days after a determination has been made.

Authority: 42 C.F.R. Section 456.171. Rule effective October 12, 1995. The effective date of this
amendment is November 10, 1997.

Rule No. 560-X-5-.11. Continued Stay Reviews

1.

The hospital's utilization review personnel will be responsible for performing continued stay reviews
on recipients who require continued inpatient hospitalization.

The initial continued stay review should be performed on the date assigned by Medicaid. Subsequent
reviews should be performed at least every 90 days from the initial CSR date assigned, provided the
patient is approved for continued stay. Each continued stay review date assigned should be recorded
in the patient's record.

If the facility's utilization review personnel determines the patient does not meet the criteria for
continued stay, the case should be referred to the facility's psychiatric advisor. If the advisor finds
that the continued stay is not needed, the hospital's utilization review procedure for denial of a
continued stay should be followed.

If a final decision of denial is made, the hospital must notify the recipient and the attending physician
within two days of the adverse determination. Medicaid should be notified in writing within 10 days
after the denial is made.

The facility's utilization review personnel shall be responsible for phoning Medicaid with a report
whenever patients are placed on leave status or return from leave. A brief summary describing the
outcome of the therapeutic leave should be addressed at this time for patients returning from any
leave status.

Authority: 42 C.F.R. Section 441.102. 42 C.F.R Section 456.231 through 42C.F.R Section 456.238.
Rule effective October 12, 1995. Effective date of this amendment is November 10, 1997.
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Chapter 6. Physicians

Chapter 6. Physicians.

Rule No. 560-X-6-.01. Physician Program - General.

(1) The term "physician” shall mean (1) a doctor of medicine or osteopathy legally authorized
to practice medicine and surgery by the state in which the doctor performs such functions; (2) a doctor of
dentistry or of dental or oral surgery who is licensed to practice in the state in which the service is
rendered, and legally authorized to perform such function but only with respect to: surgery related to the
jaw, the reduction of any fracture related to the jaw or facial bones, or surgery within the oral cavity for
removal of lesions or the correction of congenital defects.

(2) Participation. Providers who meet enrollment requirements are eligible to participate in the
Alabama Medicaid Program. An enrollment application may be requested from EDS Provider Enrollment,
301 Technacenter Drive, Montgomery, AL 36117, or downloaded from the Medicaid website at
www.medicaid.state.al.us. Completed enrollment applications should be returned to EDS Provider
Enrollment.

Physicians having limited licenses will not be enrolled by the Medicaid fiscal agent unless
complete information as to the limitations and reasons is submitted in writing to the Provider Enroliment
Unit for review and consideration for enroliment.

(3) Nonphysician Practitioner Services--Medicaid payment may be made for the professional
services of the following physician-employed practitioners:

physician assistants (PAS)
certified registered nurse practitioners (CRNPS)

(a) PAs and CRNPs: The Alabama Medicaid Agency will make payment

for services of certified physician assistants (PAs) and certified registered nurse practitioners (CRNPS)
who are legally authorized to furnish services and who render the services under the supervision of an
employing physician with payment made to the employing physician. Medicaid will not make payment to
the PA or CRNP.

1. The employing-physician must be an Alabama Medicaid provider in active status.

2. The PA or CRNP must enroll with the Alabama Medicaid Agency and receive an
Alabama Medicaid provider number with the employing-physician as the payee.

3. Covered services furnished by the PA or CRNP must be billed
under the PAs or CRNPs name and Alabama Medicaid provider number.

4. The covered services for PAs and CRNPs are limited to the codes listed in the
Alabama Medicaid Billing Manual in Appendix O. Other PA or CRNP approved services include all
injectable drugs, all laboratory services in which the laboratory is CLIA certified to perform, and select
CPT codes authorized for independent CRNPs and are listed in Appendixes H and O of the Alabama
Medicaid Billing Manual.

5. The office visits performed by the PA or CRNP will count against the recipient's
yearly benefit limitation.

6. The PA or CRNP must send a copy of the prescriptive authority granted by the
licensing board for prescriptions to be filled. This information must be sent to:

EDS Provider Enrollment
301 Technacenter Drive
Montgomery, AL 36117

7. The PA or CRNP cannot make physician-required visits to
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hospitals or other institutional settings to qualify for payment to the physician or to satisfy current
regulations as physician visits.

8. The employing-physician need not be physically present
with the PA or CRNP when the services are being furnished to the recipient; however, he/she must be
immediately available to the PA or CRNP for direct communication by radio, telephone, or
telecommunication.

9. The PA or CRNP employing physician is responsible for
the PA's or CRNP's professional activities and for assuring that the services provided are medically
necessary and appropriate for the patient.

10. There shall be no independent, unsupervised practice by
PAs or CRNPs.

(4) Physicians are expected to render medically necessary services to Medicaid patients in the
same manner and under the same standards as for their private patients, and bill the Alabama Medicaid
Agency their usual and customary fee.

(5) Payments from Medicaid funds can be made only to physicians who provide the services;
therefore, no reimbursement can be made to patients who may personally pay for the service rendered.

(6) Refer to Chapter 20 concerning third-party insurance carriers.

(7)  The physician agrees when billing Medicaid for a service that the physician will accept as
payment in full, the amount paid by Medicaid for that service, plus any cost-sharing amount to be paid by
the recipient, and that no additional charge will be made. The physician shall not charge or bill the
recipient for cancelled or missed appointments. Conditional collections from patients, made before
Medicaid pays, which are to be refunded after Medicaid pays, are not permissible. The physician may bill
the patient, in addition to the cost-sharing fee, for services rendered in the following circumstances:

(&) When benefits are exhausted for the year,
(b) When the service is a Medicaid non-covered benefit.

(8) A hospital-based physician who is a physician employed by and paid by a
hospital may not bill Medicaid for services performed therein and for which the hospital is reimbursed. A
hospital-based physician shall bill the Medicaid Program on a HCFA-1500, Health Insurance Claim Form
or assign their billing rights to the hospital, which shall bill the Medicaid Program on a HCFA-1500 form.
A hospital-based physician who is not a physician employed by and paid by a hospital shall bill Medicaid
using a HCFA-1500 Health Insurance Claim Form.

(9) A physician enrolled in and providing services through a residency training program shall
not bill Medicaid for services performed. For tracking purposes only, these physicians will be assigned
pseudo Medicaid license numbers. Pseudo license nhumbers must be used on prescriptions written for
Medicaid recipients.

(10) Supervising physicians may bill for services rendered to Medicaid recipients by residents
enrolled in and providing services through a residency training program. The following rules shall apply to
physicians supervising residents:

(a) The supervising physician shall sign and date the admission history and
physical and progress notes written by the resident.
(b) The supervising physician shall review all treatment plans and
medication orders written by the resident.
(c) The supervising physician shall be available by phone or pager.
(d) The supervising physician shall designate another physician to
supervise the resident in his/her absence.
(e) The supervising physician shall not delegate a task to the resident when
regulations specify that the physician perform it personally or when such delegation is prohibited by state
law or the facility's policy.
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(11) Off Site Mobile Physician’s Services shall comply with all Medicaid rules and regulations as
set forth in the State Plan, Alabama Medicaid Administrative Code, and Code of Federal Regulations
including but not limited to the following requirements:

(a) Shall provide ongoing, follow-up, and treatment and/or care for
identified conditions,
(b) Shall provide ongoing access to care and services through the
maintenance of a geographically accessible office with regular operating business hours within the
practicing county or within 15 miles of the county in which the service was rendered,
(c) Shall provide continuity and coordination of care for Medicaid
recipients through reporting and communication with the Primary Medical Provider,
(d) Shall maintain a collaborative effort between the off-site mobile
physician and local physicians and community resources. A matrix of responsibility shall be developed
between the parties and available upon enrollment as an off-site mobile physician,
(e) Shall provide for attainable provider and recipient medical record
retrieval,
() Shall maintain written agreements for referrals, coordinate needed
services, obtain prior authorizations and necessary written referrals for services prescribed. All medical
conditions identified shall be referred and coordinated, for example:
1. Eyeglasses,
2. Comprehensive Audiological services,
3. Comprehensive Ophthalmological services,
4. Patient 1% and EPSDT Referrals,
(g) Shall not bill Medicaid for services which are free to anyone. Provider shall utilize a
Medicaid approved sliding fee scale based on Federal Poverty Guidelines,
(h) Shall ensure that medical record documentation supports the billing of
Medicaid services, and
(i) Shall obtain signed and informed consent prior to treatment.

(12) (a) Effective April 1, 2008, all prescriptions for outpatient drugs for Medicaid recipients
which are executed in written (and non-electronic) form must be executed on tamper-resistant
prescription pads. The term “written prescription” does not include e-prescriptions transmitted to the
pharmacy, prescriptions faxed to the pharmacy, or prescriptions communicated to the pharmacy by
telephone by a prescriber. This requirement does not apply to refills of written prescriptions which were
executed before April 1, 2008. It also does not apply to drugs provided in nursing facilities, intermediate
care facilities for the mentally retarded, and other institutional and clinical settings to the extent the drugs
are reimbursed as part of a per diem amount, or where the order for a drug is written into the medical
record and the order is given directly to the pharmacy by the facility medical staff.

(b) To be considered tamper-resistant on or after April 1, 2008, a prescription pad must
contain at least one of the following three characteristics:
1. one or more industry-recognized features designed to prevent unauthorized
copying of a completed or blank prescription form; or
2. one or more industry-recognized features designed to prevent the erasure or
modification of information written on the prescription by the prescriber; or
3. one or more industry-recognized features designed to prevent the use of
counterfeit prescription forms.
(c) To be considered tamper-resistant on or after October 1, 2008, a prescription pad must
contain all of the foregoing three characteristics.

Author: Mary Timmerman, Associate Director, Medical Services Program.

Statutory Authority: State Plan Attachment 3.1-A and 4.19-B(4); Title XIX, Social Security Act; 42 USC
1320a-7b (Sec. 1128B of the SSA), P.L. 110-28 (SSA Sec. 1903(i)); 42 CFR, Sections 447.15, 405.522,
.523, 401, 441.56, et seq.; and Alabama Code Section 34-24-75(d)(1975).

History: Rule effective October 1, 1982. Amended April 15, 1983, March 12, 1984, May 9, 1984, June
9, 1985, March 12, 1987; March 15, 1994; January 12, 1995; April 1, 1998; March 20, 2000; and June 12,
2000. Amended: Filed December 18, 2000; effective March 12, 2001. Amended: Filed March 20,
2002; effective June 14, 2002. Amended: Filed February 18, 2003; effective May 16, 2003. Amended:
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Filed December 17, 2004, effective March 17, 2005. Amended: Filed June 20, 2006; effective
September 15, 2006. Amended: Emergency Rule filed and effective April 1, 2008. Amended: Filed
April 21, 2008, effective July 16, 2008.

Rule No. 560-X-6-.02. Submission of Claims - General

(1) Claims should be submitted on HCFA-1500 (Health Insurance Claim) forms. Each claim
filed by a physician constitutes a contract with Medicaid.

(2)  For claim filing limitations, refer to Chapter 1, Rule 560-X-1-.17.

(3) Physicians who want to participate in the Alabama Medicaid Program must be enrolled and
receive a provider number.

(4)  Claims must include the name and Medicaid provider number of the physician who takes
responsibility for the services. The provider number must identify the responsible individual, not a group
or institution. Reimbursement may be made to a physician submitting a claim for services furnished by
another physician in the event there is a reciprocal arrangement as long as the claim identifies the
physician who actually furnished the service. The substitute physician should be enrolled with Medicaid
as an active provider. The reciprocal arrangement may not exceed 14 continuous days in the case of an
informal arrangement or 90 continuous days in the case of an arrangement involving per diem or other
fee-for-time compensation. Payment may not be made for services provided by providers who have been
suspended or terminated from participation in the Medicaid program. See Rule No. 560-X-4-.04 for
details.

(5) Incomplete or inaccurate claim forms submitted for processing will be returned to the
provider by the Medicaid fiscal agent for the necessary information.

(6) Before submitting a claim, a careful check should be made to see that the Medicaid
identification number agrees with the number and exact spelling of the name on the patient's plastic
Medicaid eligibility card.

(7)  Infilling out claim forms, providers must use diagnosis codes from the ICD-9-CM Code
Book and procedure codes from the CPT Code Book, or approved procedures codes designated by
Medicaid.

(8) Factoring arrangements in connection with the payment of claims under Medicaid are
prohibited.

(9) Medicaid's fiscal agent will furnish to new providers a manual containing billing instructions.

(10) Pharmacists must have the physician's license nhumber prior to billing for prescriptions.
Refer to Chapter 16.

(11) Fragmentation of procedures, including laboratory procedures, under the Medicaid
program is prohibited.

Author: Mary Timmerman, Associate Director, Medical Services Program.

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R., Section 401, Et seq.; State Plan and
Omnibus Budget Reconciliation Act of 1990 (Public Law 105-508).

History: Rule effective October 1, 1982. Amended March 12, 1984, November 11, 1985, and March 12,
1987. Emergency rule effective April 1, 1991. Amended July 13, 1991, October 13, 1992, and March 15,
1994. Amended: Filed March 20, 2002; effective June 14, 2002.
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Rule No. 560-X-6-.03. Submission of Claims by Hospital-Based Physicians.

Hospital-based physicians will be reimbursed under the same general system as is used in
Medicare. Bills for services rendered will be submitted as follows:

Q) All hospital-based physicians, including emergency room physicians, radiologists, and
pathologists, shall bill the Medicaid program on a HCFA-1500, Health Insurance Claim form or assign
their billing rights to the hospital, which shall bill the Medicaid program on a HCFA-1500 (Health
Insurance Claim) form.

€) Physician services personally rendered for individual patients will be paid only on
a reasonable charge basis (i.e., claims submitted under an individual provider number on a physician
claim form). This includes services provided by a radiologist and/or pathologist.

(b) Reasonable charge services are: 1) personally furnished for a patient by a
physician; 2) ordinarily require performance by a physician and; 3) contribute to the diagnosis or
treatment of an individual patient.

(2) Services of hospital-based physicians that do not meet the criteria of reasonable charge
as define above, but benefit a hospital or its patient are reimbursable only on a reasonable cost basis
through the hospital cost report. Please refer to Laboratory, Radiology, and Hospital Chapters of this
code for further details.

Authority: Title XIX, Social Security Act; 42 C.F.R., Section 405.401, Et seq.; and State Plan. Rule
effective October 1, 1982. Emergency Rule effective October 1, 1984. Amended January 8, 1985 and
March 12, 1987. Effective date of this amendment March 15, 1994.

Rule No. 560-X-6-.04. Submission of Claims: Routing of Claims.
(1) MEDICAID ELIGIBLES.

€) Claims should be submitted to the fiscal agent in accordance with instructions for
these patients who are enrolled for MEDICAID ONLY.
(b) Reimbursement for physicians' services will NOT be made to the patient,

sponsor, or nursing facility. The Medicaid program does not provide for reimbursement of this expense to
these individuals or facilities.

2 MEDICARE ELIGIBLES.
€) For Medicaid patients who are also enrolled for benefits under Part B refer to
Chapter 1, this Code and the Alabama Medicaid Provider Manual.

Authority: Title XIX, Social Security Act; 42 CFR, Section 401, Et seq.; and State Plan. Rule effective
October 1, 1982. Amended May 9, 1984, and March 12, 1987. Emergency rule effective February 1,
1989. Amended May 12, 1989. Effective date of this amendment March 15, 1994.

Rule No. 560-X-6-.05. Submission of Claims: Out-of-State Claims DO NOT Need
Prior Approval.

Except for those services which require prior approval as stated in Chapters 1 and 6 of this
Administrative Code (i.e. transplants and select surgeries), medical care outside the State of Alabama
does not require prior authorization by the Alabama Medicaid Agency.
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Authority: Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq.; State Plan. Rule effective
October 1, 1982. Amended October 9, 1984; March 12, 1987 and October 13, 1992. Effective date of
this amendment March 15, 1994.

Rule No. 560-X-6-.06. Medicaid Provider Payments

Payment from Medicaid funds can be made to the actual provider of service only. The only
exceptions to this rule are payments made within the same group, or for substitute physicians.

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq.; State Plan. Rule effective March
15, 1994.

Rule No. 560-X-6-.07. Enrollment of Out-of-State Providers.

An out-of-state physician who wishes to participate in the Alabama Medicaid Program must enroll
with the Alabama Medicaid Program and be assigned a provider identification number. To do so, the
physician should send a written request to Medicaid's fiscal agent, Provider Enroliment Division. The
following information must be included in the enrollment application:

Name;

Address of Place of Business;

Provider Type and specialty;

Social Security Number;

Federal Employer Identification Number;
Medicaid License Number;

Personal Historical Data; and

Original Provider Signature.

©ONoOAWNE

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq.; State Plan. Rule effective
October 1, 1982. Amended May 9, 1984, March 12, 1987 and March 15, 1994. Effective date of this
amendment January 12, 1995.

Rule No. 560-X-6-.08. Consent Statements Required Before Services Are
Provided.

Refer to the rules regarding consent and authorization contained in paragraphs within this chapter
regarding sterilization, and abortions, Chapter 14 of this Code, and to Title 22, Chapter 8, Code of
Alabama, 1975. NOTE: Non-therapeutic sterilization performed for the sole purpose of rendering a
person permanently incapable of reproducing is not available to persons under twenty-one (21) years of
age under the Medicaid Program.

Arthur: Mary Timmerman, Associate Director, Medical Services Program

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 441.257; Section 401, Et seq_.;
State Plan.

History: Rule effective October 1, 1982 and March 12, 1987. Amended March 15, 1994. Amended:
Filed March 20, 2002; effective June 14, 2002.
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Rule No. 560-X-6-.09. Consent Forms Required Before Payments Can Be Made.

(1) Abortions: A claim seeking payment for an abortion must be accompanied by one or more
(depending on the circumstance) of the forms required by federal law and a copy of the medical records.
Payment is available for abortions as provided under federal law.

In the event the abortion does not meet the requirements of federal law, and the recipient
elects to have the abortion, the provider may bill the recipient for the abortion.

(2)  Sterilization: A claim seeking payment for sterilization must be accompanied by a
sterilization form (Form 193) or Medicaid approved substitute.

Sterilization by Hysterectomy

(a) Payment is not available for a hysterectomy if:

1. It was performed solely for the purpose of rendering an individual permanently
incapable of reproducing, or

2. If there was more than one purpose to the procedure, it would not have been
performed but for the purpose of rendering the individual permanently incapable of reproducing.

Hysterectomy procedures performed for the sole purpose of rendering an individual
incapable of reproducing are no longer covered under Medicaid. Hysterectomies done as a medical
necessity as treatment of disease can be paid for by the Medicaid funds under the physician's program.

(b) A claim seeking payment for a hysterectomy performed for reasons of medical
necessity, and not for purpose of sterilization, must be accompanied by a Hysterectomy Consent Form
PHY-81243 (rev. 052082) or Medicaid approved substitute. See Chapter 28 for sample copy of this form.
The doctor's explanation to the patient that the operation will make her sterile, and the doctor's and
recipient’s signature must precede the operation except in the case of medical emergency.

The consent form is not required if the operation took place on or after March 8, 1979, and
if (1) the physician who performed the hysterectomy certifies in writing that the patient was already sterile
when the hysterectomy was performed; the cause of sterility must be stated in this written statement, or if
(2) the physician who performed the hysterectomy certifies in writing that the hysterectomy was
performed under a life-threatening emergency situation in which prior acknowledgement was not
possible. This written statement must include a description of the nature of the emergency, or if (3) the
hysterectomy was performed during a period of retroactive Medicaid eligibility, and the physician who
performed the hysterectomy submits, in lieu of the consent form, a written statement certifying that the
individual was informed before the operation that the hysterectomy would make her sterile.

Completed copies of the consent form must be submitted by a provider-physician, hospital,
laboratory, or other providers who submit a claim related to a hysterectomy. The form must be signed by
both the patient, or a representative, and the physician.

Copies of the signed form should be obtained from the physician by the hospital,
laboratory, or other provider and submitted with their claims.

(3) Accident: A claim seeking payment for service made necessary because of an accident
may require an accident/insurance form (XIX-TPD-1-76). See Chapter 20 (Third Party) for specific
details. A copy of this form is included in Chapter 28.

Author: Brenda Vaughn, Program Manager, Medical Services Program.

Statutory Authority: Title XIX, Social Security Act, 42 C.F.R. Section 401, Et seq.; State Plan.

History: Rule effective October 1, 1982. Amended March 12, 1987. Emergency rule effective March 1,
1989. Amended June 16, 1989, and March 15, 1994. Amended: Filed March 20, 2002; effective June
14,2002. Amended: Filed February 18, 2003; effective May 16, 2003.

January 2009 6-7



Chapter 6. Physicians

Rule No. 560-X-6-.10. Physician's Role in Certification and Recertification.

(2) For information about hospital certification and recertification see Rule No. 560-X-7-.16.

(2) In a skilled or intermediate nursing care facility, in the hospital and for the Home Health
Care Program, Medicaid patients must be recertified by a physician at least every sixty (60) days. The
certification form will be made a permanent part of the patient's record.

Authority: Title XIX, Social Security Act, 42 C.F.R. Section 401, Et seq.; State Plan. Rule effective
October 1, 1982. Amended July 8, 1983 and March 12, 1987. Effective date of this amendment March
15, 1994.

Rule No. 560-X-6-.11. Physician's Role in Extension of Hospital Days.

() With the exception of Medicaid recipients eligible for treatment under the EPSDT
(MediKids) program, additional hospital days are not covered. Refer to Chapter 7, Hospital Program and
Chapter 11, EPSDT, for specifics.

Authority: Title XIX, Social Security Act, 42 C.F.R. Section 401, Et seq.; State Plan. Rule effective
October 1, 1982. Amended July 8, 1983 and March 12, 1987. Effective date of this amendment March
15, 1994.

Rule No. 560-X-6-.12. Covered Services: General

(1) Ingeneral, physician services are covered by Medicaid if the services are:

(a) Considered medically necessary by the attending physician. However, when the
persons designated responsible for utilization review have issued a denial for inpatient days, no ancillary
charge or professional charges will be reimbursed during the denied period.

(b) Designated by procedure codes in Physicians' Current Procedural Terminology, or
designated by special procedure codes created by Medicaid for its own use.

(2)  Physicians will not be paid for and should not submit claims for laboratory work done for
them by independent laboratories or by hospital laboratories. Physicians may submit claims for
laboratory work done by them in their own offices or own laboratory facilities. For specific information
concerning the "professional component” and drawing and extraction reimbursement, see the laboratory
chapter.

(3) If a physician is not sure whether a service is covered, that physician can phone or write
Medicaid. Such inquiries should be made to:

Associate Director, Medical Services; Physicians Program
Alabama Medicaid Agency

501 Dexter Avenue

P. O. Box 5624

Montgomery, Alabama 36103-5624

Telephone: (334) 242-5000

Author: Mary Timmerman, Associate Director, Medical Services Program

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R, Section 401, Et seq.; State Plan.

History: Rule effective October 1, 1982. Amended June 5, 1983, May 9, 1984, May 8, 1985, March 12,
1987, March 15, 1994, and January 12, 1995. Amended: Filed March 20, 2002; effective June 14, 2002.
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Rule No. 560-X-6-.13. Covered Services: Details on Selected Services.

(1)  Acupuncture: Not covered.

(2)  Administration of anesthesia is a covered service when administered by or directed by a
duly licensed physician for a medical procedure which is a covered service under the Alabama Medicaid
Program. Medical direction by an anesthesiologist of more than four Certified Registered Nurse
Anesthetists (CRNASs) or Anesthesiology Assistants (AAs) concurrently will not be covered. For billing
purposes, anesthesia services rendered with medical direction for one CRNA or AA is considered a
service performed by the anesthesiologist. In order to bill for medical supervision, the anesthesiologist
must be physically present and available within the operating suite. "Physically present and available"
means the anesthesiologist would not be available to render direct anesthesia services to other patients.
However, addressing an emergency of short duration or rendering the requisite CRNA or AA supervision
activities (listed below in a. through g.) within the immediate operating suite is acceptable as long as it
does not substantially diminish the scope of the supervising anesthesiologist's control. If a situation
occurs which necessitates the anesthesiologist's personal continuing involvement in a particular case,
medical supervision ceases to be available in all other cases. In order for the anesthesiologist to be
reimbursed for medical supervision activities of the CRNA or AA , the anesthesiologist must document the
performance of the following activities:

(&) performs a pre-anesthesia examination and evaluation;

(b) prescribes the anesthesia plan;

(c) personally participates in the most demanding procedures in the anesthesia plan,
including induction as needed, and emergencies;

(d) ensures that any procedures in the anesthesia plan that he or she does not perform
are performed by a qualified individual,

(e) monitors the course of anesthesia administration at frequent intervals;

() remains physically present and available for immediate diagnosis and treatment of
emergencies; and

(g) provides indicated post-anesthesia care.

Administration of anesthesia by a self-employed Certified Registered Nurse Anesthetist
(CRNA) is a covered service when the CRNA has met the qualifications and standards set forth in Rule
No. 610-X-9-.01 through 610-X-9-.04 of the Alabama Board of Nursing Administrative Code. The CRNA
must enroll and receive a provider number to bill under the Alabama Medicaid Program. When billing for
anesthesia services, providers shall follow the guidelines set forth in the current Relative Value Guide
published by the American Society of Anesthesiologists for basic value and time units. No Physical
Status Modifiers can be billed.

Administration of anesthesia by a qualified Anesthesiology Assistant (AA) is a covered
service when the AA has met the qualifications and standards set forth in Rule 540-X-7-.51 of the
Alabama Board of Medical Examiners Administrative Code. Reimbursement shall be made only when
the AA performs the administration of anesthesia under the direct medical supervision of the
anesthesiologist.

Anesthesia services may include, but are not limited to, general anesthesia, regional
anesthesia, supplementation of local anesthesia, or other supportive treatment administered to maintain
optimal anesthesia care deemed necessary by the anesthesiologist during the procedure. Anesthesia
services include all customary preoperative and postoperative visits, the anesthesia care during the
procedure, the administration of any fluids deemed necessary by the attending physician, and any usual
monitoring procedures. Therefore, additional claims for such services should not be submitted.

(h) Local anesthesia is usually administered by the attending surgeon and is considered
to be part of the surgical procedure being performed. Thus, additional claims for local anesthesia by the
surgeon should not be filed. Any local anesthesia administered by an attending obstetrician during
delivery (i.e. pudendal block or paracervical block) is considered part of the obstetrical coverage. Thus,
additional claims for local anesthesia administered by an attending obstetrician during delivery should not
be filed.
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(i) When regional anesthesia (i.e., nerve block) is administered by the attending
physician during a procedure, the physician's fee for administration of the anesthesia will be billed at one-
half the established rate for a comparable service when performed by an anesthesiologist. When
regional anesthesia is administered by the attending obstetrician during delivery (i.e., saddle block or
continuous caudal), the obstetrician's fee for administration of the anesthesia will be billed at one-half the
established rate for a comparable service performed by an anesthesiologist. When regional anesthesia is
administered by an anesthesiologist during delivery or other procedure, the anesthesiologist's fee will be
covered and should be billed separately.

() When a medical procedure is a noncovered service under the Alabama Medicaid
Program, the anesthesia for that procedure is also considered to be a noncovered service.

(3) Artificial Eyes: Must be prescribed by a physician.
(4) Autopsies: Not covered.

(5) Biofeedback: Not covered.

(6) Blood Tests: Not covered for marriage licenses.

(7)  CAT Scans: Computerized Axial Tomograph (CAT) Scans are covered as medically
necessary.

(8) Chiropractors: Not covered, except for QMB recipients and for services referred directly as
a result of an EPSDT screening.

(9) Chromosomal Studies: Chromosomal studies (amniocentesis) on unborn children being
considered for adoption are not covered. Medicaid can pay for these studies in the case of prospective
mothers in an effort to identify conditions that could result in the birth of an abnormal child.

(10) Circumcision: Circumcision of newborns is a covered service. If medically necessary,
non-newborn circumcision is covered.

(11) Diet Instruction: Diet instruction performed by a physician is considered part of a routine
visit.

(12) Drugs:
(&) Non-injectable drugs: See Chapter 16 of this Code.
(b) Injectable drugs: Physicians who administer injectable drugs to their patients may bill
Medicaid for the cost of the drug by using the procedure code designated by Medicaid for this purpose.
The injectable administration code may be used only when an office visit or nursing home visit is not
billed.

(13) Examinations: Office visits for examinations are counted as part of each recipient’s annual
office visit limit. See Rule No. 560-X-6-.14 for details about this limit.

(&) Annual routine physical examinations are not covered.

(b) Medical examinations for such reasons as insurance policy qualifications are not
covered.

(c) Physical examinations for establishment of total and permanent disability status if
considered medically necessary are covered.

(d) Medicaid requires a physician's visit once each 60 days for patients in a nursing
home. Patients in intermediate care facilities for the mentally retarded will receive a complete physical
examination at least annually.

(e) Physical examination, including x-ray and laboratory work, will be payable for
recipients eligible through the EPSDT Program if the physician has signed an agreement with Medicaid to
participate in the screening program.
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(14) Experimental Treatment and/or Surgery: Not covered.

(15) Eyecare:
(a) Eye examinations by physicians are a Medicaid covered service.
(b) Office visits for eyecare disease are counted as part of each recipient's annual office
visit limit. See Rule No. 560-X-6-.14 for details about this quota.

(16) Filing Fees: Not covered.

(17) Foot Devices: See Chapter 13 (Supplies, Appliances, and Durable Equipment) for specific
details.

(18) Hearing Aids: See Hearing Aids Chapter in this Code.
(19) Hypnosis: Not covered.

(20) Immunizations: Payment for immunizations against communicable diseases will be made
if the physician normally charges his patients for this service.

(a) The Department of Public Health provides vaccines at no charge to Medicaid
physicians enrolled in the Vaccines For Children (VFC) Program and as recommended by the Advisory
Committee on Immunization.

(b) Effective October 1, 1994, the Alabama Medicaid Agency will begin reimbursement of
administration fees for vaccines provided free of charge through the Vaccines For Children (VFC)
Program.

(c) Medicaid tracks usage of the vaccine through billing of the administration fee using
the appropriate CPT-4 codes.

(d) The Omnibus Budget Reconciliation Act of 1993 mandated that Medicaid can no
longer cover a single antigen vaccine if a combined antigen vaccine is medically appropriate. This
change will become effective January 1, 1994. The single antigen vaccines may still be billed only if prior
approved before given and a medical justification is given. These vaccines are diphtheria, measles,
mumps, and rubella. In order to request the prior approval for these vaccines, providers should contact
the EDS, Prior Authorization Unit at P.O. Box 244036, Montgomery, AL 36124-4036.

(21) Infant Resuscitation: Newborn resuscitation (procedure code 99440) is a covered service
when the baby's condition is life threatening and immediate resuscitation is necessary to restore and
maintain life functions. Intubation, endotracheal, emergency procedure (procedure code 31500) cannot
be billed in conjunction with newborn resuscitation.

(22) Intestinal Bypass: Not covered for obesity.
(23) Laetrile Therapy: Not covered.

(24) Newborn Claims: The five kinds of newborn care performed by physicians in the days after
the child's birth when the mother is still in the hospital that may be filed under the mother's name and
number or the baby's name and number are routine newborn care and discharge codes, circumcision,
newborn resuscitation, standby services following a caesarean section or a high-risk vaginal delivery, and
attendance at delivery (when requested by delivering physician) and initial stabilization of newborn.
Standby services (procedure code 99360) are covered only when the pediatrician, family practitioner,
neonatologist, general practitioner, or OB/GYN is on standby in the operating or delivery room during a
cesarean section or a high-risk vaginal delivery. Attendance of the standby physician in the hospital
operating or delivery room must be documented in the operating or delivery report. When filing claims for
these five kinds of care, CPT codes shall be utilized. All other newborn care (any care other than routine
newborn care for a well-baby), before and after the mother leaves the hospital, must be billed under the
child's name and number.
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(25) Obstetrical Services and Related Services: Office visits for obstetrical care are counted as
part of each recipient's annual office visit limit under certain conditions. See Rule No. 560-X-6-.14 for
details about this quota.

(a) Family Planning: See the Family Planning Chapter in this Code.

(b) Abortions: See Rule No. 560-X-6-.09 (1).

(c) Hysterectomy: See Rule No. 560-X-6-.09, paragraph 3.

(d) Maternity Care and Delivery: The services normally provided in maternity cases
include antepartum care, delivery, and postpartum care. When a physician provides total obstetrical care,
the procedure code which shall be filed on the claim form is the code for all-inclusive "global" care. The
indicated date of service on "global" claims should be the date of delivery. If a woman is pregnant at the
time she becomes eligible for Medicaid benefits, only those services provided during the time she is
eligible will be covered. When a physician provides eight (8) or more prenatal visits, performs the
delivery, and provides the postpartum care, the physician shall use a "global" obstetrical code in billing. If
a physician submits a "global" fee for maternity care and delivery, the visits covered by these codes are
not counted against the recipient's limit of annual office visits. For purposes of "global" obstetrical billing,
services rendered by members of a group practice are to be considered as services rendered by a single
provider.

1. Antepartum care includes all usual prenatal services such as initial office visit at
which time pregnancy is diagnosed, initial and subsequent histories, physical examinations, blood
pressure recordings, fetal heart tones, maternity counseling, etc.; therefore, additional claims for routine
services should not be filed. Antepartum care also includes routine lab work (e.g., hemoglobin,
hematocrit, chemical urinalysis, etc.); therefore, additional claims for routine lab work should not be filed.

0] To justify billing for global antepartum care services, physicians must
utilize the CPT-4 antepartum care global codes (either 4-6 visits, or 7 or more visits), as appropriate.
Claims for antepartum care filed in this manner do not count against the recipient's annual office visit limit.
Physicians who provide less than four (4) visits for antepartum care must utilize CPT-4 codes under office
medical services when billing for these services. These office visit codes will be counted against the
recipient's annual office visit limit.

(i) Billing for antepartum care services in addition to "global” care is not
permissible; however, in cases of pregnancy complicated by toxemia, cardiac problems, diabetes,
neurological problems or other conditions requiring additional or unusual services or hospitalization,
claims for additional services may be filed. If the physician bills fragmented services in any case other
than high-risk or complicated pregnancy and then bills a "global" code, the fragmented codes shall be
recouped. Claims for such services involved in complicated or high risk pregnancies may be filed utilizing
CPT codes for Office Medical Services. Claims for services involving complicated or high risk
pregnancies must indicate a diagnosis other than normal pregnancy and must be for services provided
outside of scheduled antepartum visits. These claims for services shall be applied against the recipient's
annual office visit limit.

2. Delivery and postpartum care: Delivery shall include vaginal delivery (with or
without episiotomy) or cesarean section delivery and all in-hospital postpartum care. More than one
delivery fee may not be billed for a multiple birth (twins, triplets, etc.) delivery, regardless of delivery
method(s). Delivery fees include all professional services related to the hospitalization and delivery which
are provided by the physician; therefore, additional claims for physician's services in the hospital such as
hospital admission, may not be filed in addition to a claim for delivery or a claim for "global" care.

EXCEPTION: When a physician's first and only encounter with the recipient is for
delivery ("walk-in" patient) he may bill for a hospital admission (history and physical) in addition to delivery
charges.

3. Postpartum care includes office visits following vaginal or cesarean section
delivery for routine postpartum care within sixty-two (62) days post delivery. Additional claims for routine
visits during this time should not be filed.

4. Delivery only: If the physician performs the delivery only, he must utilize the
appropriate CPT-4 delivery only code (vaginal delivery only or C-section delivery only). More than one
delivery fee may not be billed for a multiple birth (twins, triplets, etc.) delivery, regardless of the delivery
method(s). Delivery fees include all professional services related to the hospitalization and delivery which
are provided by the physician; therefore, additional claims for physician's services in the hospital such as
hospital admission, may not be filed in addition to a claim for delivery only.
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EXCEPTION: When a physician's first and only encounter with the recipient is for
delivery ("walk-in" patient) he may bill for a hospital admission (history and physical) in addition to delivery
charges.

5. Obstetrical ultrasounds are limited to two per pregnancy. Generally, first
ultrasounds are conducted to detect gestational age, multiple pregnancies, and major malformations.
Second ultrasounds may be conducted to detect fetal growth disorders (intrauterine growth retardation,
macrosomia) and anomalies that would appear later or may have been unrecognizable in the earlier
scan.

Additional ultrasounds may be prior approved by the Alabama Medicaid Agency if a patient's documented
medical condition meets any of the following criteria:

0] Gestational diabetes with complications (Type 1 diabetes, vascular
disease, hypertension, elevated alpha-fetoprotein values, poor patent compliance);

(i)  Failure to gain weight, evaluation of fetal growth;

(i)  Pregnancy-induced hypertension;

(iv)  Vaginal bleeding of undetermined etiology;

(v)  Coexisting adnexal mass;

(vi)  Abnormal amniotic fluid volume (polyhydramnios, oligohydramnios);

(vi)  Pregnant trauma patient;

(viii) Congenital diaphragmatic hernia (CDH);

(ix)  Monitoring for special tests such as fetoscopy, amniocentesis, or cervical
cerclage placement;

(x)  Assist in operations performed on the fetus in the uterus;

(xiy  Detection of fetal abnormalities with other indicators or risk factors (Low
human chorionic gonadotrophin (HCG) and high unconjugated oestriol (UE3) are predictive of an
increased risk for Trisomy 18. Echogenic bowel grades 2 and 3 are indicative of an increased risk of
cystic fibrosis and Trisomy 21);

(xii) Determination of fetal presentation;

(xiii) Suspected multiple gestation, serial evaluation of fetal growth in multiple
gestation;

(xiv) Suspected hydatidiform mole;

(xv) Suspected fetal death;

(xvi) Suspected uterine abnormality;

(xvii) Suspected abruptio placenta;

(xviii) Follow-up evaluation of placental location for identified placenta previa.

Fee-for-service providers should submit requests for additional obstetrical ultrasounds to:

Prior Authorization Program
Alabama Medicaid Agency
P. O. Box 5624

Montgomery, AL 36103-5624

Maternity Waiver subcontractors should contact their Primary Provider for information regarding
obstetrical ultrasounds.

(e) Sterilization: See the Family Planning Chapter in this Code.

(26) Medical Materials and Supplies: Costs for medical materials and supplies normally utilized
during office visits or surgical procedures are to be considered part of the total fee for procedures
performed by the physician and therefore are not generally a separately billable service.

(27) Oxygen and Compressed Gas: A physician's fee for administering oxygen or other

compressed gas is a covered service under the Medicaid program Oxygen therapy is a covered service
based on medical necessity and requires prior authorization. Please refer to the Alabama Medicaid
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Administrative Code, Rule No. 560-X-13-.15 and the Alabama Medicaid Billing Manual Chapter 14, DME,
for more information.

(28) Podiatrist Service: Covered for QMB or EPSDT referred services only.

(29) Post Surgical Visits:

(a) Hospital Visits: Post-surgical hospital visits for conditions directly related to the
surgical procedures are covered by the surgical fee and cannot be billed separately the day of, or up to
62 days post surgery.

(b) Office Visits: Post-surgical office visits for procedures directly related to the surgical
procedure are covered by the surgical fee and are not separately covered the day of, or up to 62 days
post surgery, and cannot be billed separately, e.g. suture removal.

(c) Visits by Assistant Surgeon or Surgeons: Not covered.

(30) Preventive Medicine: The Medicaid program does not cover preventive medicine other
than EPSDT screening.

(31) Prosthetic Devices: External prosthetic devices are not a covered benefit under the
Physician's Program. Internal prosthetic devices (i.e., Smith Peterson Nail, pacemaker, vagus nerve
stimulator, etc.) are a covered benefit only when implanted during an inpatient hospitalization. The cost
of the device is reimbursed through the payment of the inpatient hospital per diem rate and is not
separately reimbursable.

(32) Psychiatric Services: Office visits for psychiatric services are counted as part of each

recipient's annual office visit limit. See Rule No. 560-X-6-.14 for details about this quota.

(a) Psychiatric Evaluation or Testing: Are covered services under the Physicians'
Program if services are rendered by a physician in person and are medically necessary. Psychiatric
evaluations shall be limited to one per calendar year, per provider, per recipient.

(b) Psychotherapy Visits: Shall be included in the annual office visit limit. Office visits
shall not be covered when billed in conjunction with psychotherapy codes.

(c) Psychiatric Services: Under the Physicians' Program shall be confined to use with
psychiatric diagnosis (290-319) and must be performed by a physician.

(d) Hospital Visits: Are not covered when billed in conjunction with psychiatric therapy on
the same day.

(e) Services Rendered by Psychologist: See Chapter 11 (EPSDT) for specific information.

() Psychiatric Day Care: Not a covered benefit under the Physicians' Program.

(33) Second Opinions: Office visits for second opinions are counted as part of each recipient's
annual office visit limit. See Rule No. 560-X-6-.14 for details about this quota.

(a) Optional Surgery: Second opinions (regarding non-emergency surgery) are highly
recommended in the Medicaid program when the recipients request them. Payment is made in
accordance with the provider's reasonable charge profile allowance for an initial office visit for the
appropriate level of service.

(b) Diagnostic Services: Payment may be made for covered diagnostic services deemed
necessary by the second physician.

(34) Self-Inflicted Injury: Covered.

(35) Surgery

(a) Cosmetic: Covered only when prior approved for medical necessity. Examples of
medical necessity include prompt repair of accidental injuries or improvement of the functioning of a
malformed body member.

(b) Elective: Covered when medically necessary.

(c) Multiple:

1. When multiple and/or bilateral surgical procedures, which add significant time or

complexity are performed at the same operative session, payment will be made for the procedure with the
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highest allowed amount and half of the allowed amount for each subsequent procedure. This also
applies to laser surgical procedures. Exceptions are noted in Rule No. 560-X-6-.14, Limitations on
Services.

2. Certain procedures are commonly carried out as integral parts of a total service
and as such do not warrant a separate charge. When incidental procedures (e.g. excision of previous
scar or puncture of ovarian cyst) are performed during the same operative session, the reimbursement
will be included in that of the major procedure only.

3. Laparotomy is covered when it is the only surgical procedure performed during
the operative session or when performed with an unrelated surgical procedure.

4. CPT defined Add On codes are considered for coverage only when
billed with the appropriate primary procedure code.

5. Appropriate use of CPT and HCPCs maodifiers is required to differentiate between
sites and procedures. For Medicaid approved modifiers, refer to the Alabama Medicaid Provider Manual.

(36) Telephone Consultations: Not covered.

(37) Therapy: Office visits for therapy are counted as part of each recipient's annual office visit
limit. See Rule No. 560-X-6-.14 for details about this quota.

(&) Occupational and Recreational Therapies: Not covered.

(b) Physical Therapy: Is not covered when provided in a physician's office. Physical
therapy is covered only when prescribed by a physician and provided in a hospital setting. See Rule No.
560-X-7-.12 for further requirements of coverage.

(c) Group Therapy: Shall be a covered service when a psychiatric diagnosis is present
and the therapy is prescribed, performed, and billed by the physician personally.

(1) Group Therapy is included in the annual office visit limit.
(2) Group Therapy is not covered when performed by a case worker, social services worker,
mental health worker, or any counseling professional other than a physician.

(d) Speech Therapy: The patient must have a speech related diagnosis, such as stroke
(CVA) or partial laryngectomy. To be a covered benefit speech therapy must be prescribed by and
performed by a physician in his office. Speech therapy performed in an inpatient or outpatient hospital
setting, or in a nursing home is a covered benefit, but is considered covered as part of the reimbursement
made to the facility and should not be billed by the physician.

(e) Family Therapy: Shall be a covered service when a psychiatric diagnosis is present
and the physician providing the service supplies documentation which justifies the medical necessity of
the therapy for each family member. Family therapy is not covered unless the patient is present. Family
Therapy is included in the annual office visit limit. Family Therapy is not covered when performed by a
case worker, social service worker, mental health worker, or any counseling professional other than a
physician.

(38) Transplants: See Rule No. 560-X-1-.27 for transplant coverage.

(39) Ventilation Study: Covered if done in physician's office by the physician or under the
physician's direct supervision. Documentation in the medical record should contain all of the following:
(&) Graphic record;
(b) Total and timed vital capacity;
(c) Maximum breathing capacity;
(d) Always indicate if the studies were performed with or without a bronchodilator.

(40) Well-Baby Coverage: Covered only on the initial visit, which must be provided within eight
(8) weeks of the birth.

(41) Work Incentive: A claim stating physical examination for a child to be put into a day-care
center for mother to work is a covered procedure. (Must state "Work Incentive Program.")

Author: Mary Timmerman, Associate Director, Medical Services Division
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Statutory Authority: Title XIX, Social Security Act; 42 CFR, Sections 405.310(k), 440.50, et seq.; State
Plan.

History: Rule effective October 1, 1982. Amended April 15, 1983; June 5, 1983; July 8, 1983;
November 10, 1983; April 12, 1984; June 8, 1984; October 9, 1984; January 8, 1985; May 8, 1985; June
8, 1985; July 9, 1985; September 9, 1985; January 22, 1986; April 11, 1986; December 1, 1986; March
12, 1987; June 10, 1987; June 10, 1988; October 12, 1988; July 13, 1989; May 15, 1990; June 14, 1990;
October 13, 1990; April 17, 1991; July 1, 1991; October 12, 1991; January 1, 1992; April 14, 1992; March
15, 1994; January 12, 1995; January 1, 1987; January 14, 1987; March 12, 1987; October 11, 1996;
January 14, 1997, and October 11, 2000. Amended: Filed March 20, 2002; effective June 14, 2002.
Amended: File February 18, 2003; effective May 16, 2003. Amended: Filed January 22, 2004, effective
April 16, 2004. Amended: Filed August 20, 2004; effective November 16, 2004. Amended: Filed
December 17, 2004, effective March 17, 2005.

Rule No. 560-X-6-.14. Limitations on Services.

(1)  Within each calendar year each recipient is limited to no more than a total of 14 physician
office visits in offices, hospital outpatient settings, nursing homes, or Federally Qualified Health Centers.
Visits counted under this quota will include, but not be limited to, visits for: prenatal care, postnatal care,
family planning, second opinions, consultations, referrals, psychotherapy (individual, family, or group), for
ESRD services not covered by the monthly capitation payment, and care by ophthalmologists for eye
disease. Physician visits provided in a hospital outpatient setting that have been certified as an
emergency do not count against the annual office visit limit.

(a) If a patient receives ancillary services in a doctor's office, by the physician or under
his/her direct supervision, and the doctor submits a claim only for the ancillary services but not for the
office visit, then the services provided will not be counted as a visit.

(b) For further information regarding outpatient maintenance dialysis and ESRD, refer to
560-X-6-.19 and Chapter 24.

(c) New patient office visit codes shall not be paid to the same physician or the same
physician group practice for a recipient more than once in a three-year period.

(2) Physician services to hospital inpatients. In addition to the office visits referred to in
paragraph (1) above, Medicaid covers up to 16 inpatient dates of service per physician, per recipient, per
calendar year. For purposes of this limitation, each specialty within a group or partnership is considered
a single provider.

(a) Physician hospital visits are limited to one visit per day, per recipient, per provider.

(b) Physician(s) may bill for inpatient professional interpretation(s) when that
interpretation serves as the official and final report documented in the patient's medical record.
Professional interpretation may be billed in addition to a hospital visit if the rounding physician also is
responsible for the documentation of the final report for the procedure in the patient's medical record.
Professional interpretation may not be billed in addition to hospital visits if the provider reviews results in
the medical record or unofficially interprets medical, laboratory, or radiology tests. Review and
interpretation of such tests and results are included in the evaluation and management of the inpatient.
Medicaid will cover either one hospital visit or professional interpretation(s) up to the allowed benefit limit
for most services. Refer to the Alabama Medicaid Provider Manual for additional guidelines.

(c) Professional interpretations for lab and x-ray (CPT code 70000 through 80000
services) in the inpatient setting should be billed only by the specialist responsible for the official medical
record report of interpretation. Professional interpretations performed by physicians of other specialties
for services in this procedure code range are included in the hospital visit reimbursement.

(d) Professional interpretations for lab and x-ray services performed in an
outpatient setting are considered part of the evaluation and management service and may not be billed in
addition to the visit. Professional interpretations may be billed separately only by the specialist
responsible for the official medical record report of interpretation. Only one professional interpretation per
x-ray will be paid. Claims paid in error will be recouped.
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(e) Professional interpretations for lab and x-ray services performed in an office setting
are included in the global fee and should not be billed separately.

() A physician hospital visit and hospital discharge shall not be paid to the same
physician on the same day. If both are billed, only the discharge shall be paid.

(3) Eyecare: Refer to Chapter Seventeen of this Code.

(4) Orthoptics: Orthoptics may be prior authorized by the Alabama Medicaid Agency when
medically necessary.

(5) Telephone consultations: Telephone consultations are not authorized.

(6) Prior authorized services: These are subject to all limitations of the Alabama Medicaid
Agency Program.

(7)  Post surgical benefits: See Rule No. 560-X-6-.13.

(8)  Surgery: When multiple and/or bilateral procedures are billed in
conjunction with one another and meet the CPT’s definition of “Format of Terminology” (bundled or
subset), and/or comprehensive/component (bundled) codes, then the procedure with the highest allowed
amount will be paid while the procedure with the lesser allowed amount will not be considered for
payment as the procedure is considered an integral part of the covered service.

(&) Operating microscope procedure coverage is limited. For details on coverage, refer to
the Physician Chapter of the Alabama Medicaid Provider Manual.

(b) Mutually exclusive procedures are defined as those codes that cannot reasonably be
performed in the same session and are considered not separately allowable or reimbursable. An
example of this would be an abdominal and vaginal hysterectomy billed for the same recipient on the
same date of service.

(c) Incidental procedures are defined as those codes which are commonly carried out as
integral parts of a total service and as such do not warrant a separate charge. An example of this would
be lysis of adhesions during the same session as an abdominal surgery.

(d) Casting and strapping codes as defined in the CPT and billed in conjunction with
related surgical procedure codes are considered not separately allowable or reimbursable as the fracture
repair or surgical code is inclusive of these services.

(e) Laparotomy Codes are covered when the laparotomy is the only surgical procedure
during an operative session or when performed with an unrelated surgical procedure.

Author: Mary Timmerman, Associate Director, Medical Services Division

Statutory Authority: Title XIX, Social Security Act; 42 CFR Section 441.57, 441.56, Part 401, et seq.;
State Plan.

History: Rule effective October 1, 1982. Amended July 8, 1983; February 8, 1984; October 9, 1984;
January 8, 1985; March 11, 1985; June 8, 1985; September 9, 1985; December 1, 1986; March 12, 1987;
July 10, 1987; January 12, 1990; December 12, 1990; January 1, 1992; April 14, 1992; March 15, 1994;
January 12, 1995, and December 11, 2000; Amended: Filed March 20, 2002; effective June 14, 2002.
Amended: Filed February 18, 2003; effective May 16, 2003. Amended: Filed May 20, 2003; effective
August 18, 2003. Amended: Emergency Rule filed and effective April 9, 2004. Amended: Filed April
21, 2004; effective July 16, 2004. Amended: Filed August 20, 2004, effective November 16, 2004.
Amended: Filed December 17, 2004, effective March 17, 2005.
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Rule No. 560-X-6-.15. Reserved

Rule No. 560-X-6-.16. Billing of Medicaid Recipients by Providers.

(1) A provider may bill Medicaid recipients for the copay amount, for Medicaid noncovered services
and for services provided to a recipient who has exhausted his/her yearly limitations. Conditional
collections to be refunded post payment by Medicaid and partial charges for balance of Medicaid allowed
reimbursement are not permissible. Billing recipient for services not paid by Medicaid due to provider
correctable errors on claims submission or untimely filing is not permissible.

Authority: Title XIX, Social Security Act, 42 C.F.R. Section 447.15, Et seq.; State Plan. Amended July 9,
1984, June 8, 1985, and March 12, 1987. Effective date of this amendment March 15, 1994.

Rule No. 560-X-6-.17. Copayment (Cost-Sharing).

(1) Medicaid recipients are required to pay, and physician providers are required to collect,
the designated copayment amount on each physician visit. The copayment amount does not apply to
services provided for the following:

€) Pregnancy

(b) Nursing home residents

(c) Inpatient hospital visits

(d) Recipients under 18 years of age
(e) Emergencies

® Surgery fees
(9) Physical therapy
(h) Family planning

(2) A provider may not deny services to any eligible individual due to the individual's inability
to pay the cost-sharing amount imposed.

Authority: Title XIX, Social Security Act; 42 C.F.R., 447.50, 447.53, 447.55, Et seq.; and State Plan
Attachment 4.18-A. Rule effective June 8, 1985. Amended July 9, 1985 and March 12, 1987. Effective
date of this amendment March 15, 1994.

Rule No. 560-X-6-.18. Critical Care

(1) When caring for a critically ill patient in which the constant attention of the physician is
required, the appropriate critical care procedure code must be billed. Refer to the CPT and the Alabama
Medicaid Provider Manual for additional guidance and clarification.

(2) The actual time period, per day, spent in attendance at the patient's bedside, or performing
duties specifically related to that patient, irrespective of breaks in attendance, must be documented in the
patient's medical record.

(3)  Only the following individual procedures related to critical care may be billed:
(a) Procedure code 99360 (stand by) and either procedure code 99221, 99222, or 99223
(initial hospital care) may be bhilled once with each hospital stay.
(b) An EPSDT screening may be billed in lieu of the initial hospital care (Procedure code
99221, 99222, or 99223).
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(c) Procedure code 99082 (transportation/escort of patient) may be billed only by the
attending physician. Residents or nurses who escort a patient may not bill either service.

(4) Pediatric and Neonatal Critical Care

The purpose of the following policy statements is to provide assistance to providers
seeking to bill procedures for critical care. Refer to the CPT and the Alabama Medicaid Provider Manual
for additional guidance and clarification.

(a) Pediatric and neonatal critical care codes begin with the day of admission and may be
billed once per patient, per day, in the same facility.

(b) The pediatric and neonatal critical care codes include management, monitoring and
treatment of the patient, including respiratory, pharmacological control of the circulatory system, enteral
and parenteral nutrition, metabolic and hematologic maintenance, parent/family counseling, case
management services and personal direct supervision of the health care team in the performance of their
daily activities.

(c) Once the patient is no longer considered by the attending physician to be critical, the
Subsequent Hospital Care codes should be billed.

(d) Refer to the Alabama Medicaid Provider Manual for guidelines on what additional
procedures may be billed in conjunction with critical care. General guidelines are:

1. Initial history and physical or EPSDT screen may be billed in conjunction with
99293 or 99295. Both may not be billed. One EPSDT screen for the hospitalization will encompass all
diagnoses identified during the hospital stay for referral purposes.

2. Standby (99360) or resuscitation (99440) at delivery or attendance at delivery
(99436) may be billed in addition to critical care. Only one of the codes may be billed in addition to critical
care.

3. Subsequent Hospital Care codes (99231-99233) may not be billed.

4. Critical care is considered to be an evaluation and management service.
Although usually furnished in a critical or intensive care unit, critical care may be provided in any inpatient
health care setting. Services provided which do not meet critical care criteria should be billed under the
appropriate hospital care codes. If a recipient is readmitted to the NICU/ICU, the provider must be the
primary physician in order for NICU/ICU critical care codes to be billed again.

5. Transfers to the pediatric unit from the NICU cannot be billed using neonatal
critical care codes.

6. Global payments encompass all care and procedures which are included in the
rate. Physicians may not perform an EPSDT screen and refer to partner or other physician to do
procedures. All procedures which are included in the daily critical care rate, regardless of who performed
them, are included in the global critical care code.

7. Consultant care rendered to children for which the provider is not the primary
attending physician must be billed using consultation codes. Appropriate procedures may be billed in
addition to consultations. If, after the consultation the provider assumes total responsibility for care,
critical care may be billed using the appropriate critical care codes as defined in the Alabama Medicaid
Provider Manual. The medical record must clearly indicate that the provider is assuming total
responsibility for care of the patient and is the primary attending physician for the patient. Consultation
and critical care cannot be billed on the same patient on the same day.

(5) Intensive (Non-Critical) Low Birthweight Services

The purpose of the following policy statement is to provide assistance to neonatology
providers seeking to bill for intensive (non-critical) low birthweight services. Refer to the CPT and the
Alabama Medicaid Provider Manual for additional guidelines and clarification. Intensive (non-critical) low
birthweight services codes are used to report care subsequent to the day of admission provided by a
neonatologist directing the continuing intensive care of the very low birthweight infant who no longer
meets the definition of being critically ill. Low birthweight services are reported for neonates less than
2500 grams who do not meet the definition of critical care but continue to require intensive observation
and frequent services and intervention only available in an intensive care setting.

Arthur: Mary Timmerman, Associate Director, Medical Services Division
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Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.50; CPT-4. History: Rule
effective May 9, 1986. Amended March 12, 1987, October 12, 1988, and June 12, 1991. Emergency
rule effective January 1, 1992. Amended April 14, 1992. Emergency rule effective May 7, 1992.
Amended August 12, 1992, March 13, 1993 and March 15, 1994. Amended: Filed March 20, 2002;
effective June 14, 2002. Amended: Filed May 20, 2003; effective August 18, 2003. Amended: Filed
December 17, 2004, effective March 17, 2005.

Rule No. 560-X-6-.19. Physician Services for End-Stage Renal Disease (ESRD)

(1) All physician services rendered to each outpatient maintenance dialysis patient provided
during a full month on an ongoing basis without interruption of the treatment regime (uninterruptedly) shall
be billed on a monthly capitation basis. The monthly capitation payment is limited to once per month, per
recipient, per provider.

(2) Physician services rendered to each outpatient maintenance dialysis patient not
performed consecutively (interruptedly) during a full month, i.e., preceding and/or following the period of
hospitalization, are allowed. Please refer to the physician’s chapter of the Provider Manual for further
details.

3) Services not covered by the monthly capitation payment (MCP) and which are
reimbursed in accordance with usual and customary charge rules are limited to:
€) Declotting of shunts.
(b) Covered physician services furnished to hospital inpatients by a physician who
elects not to receive the MCP for these services.
(c) Nonrenal related physician services. These services may be furnished either by

the physician providing renal care or by another physician. They may not be incidental to services
furnished during a dialysis session or office visit necessitated by the renal condition.

(4) Refer to the Renal Dialysis chapter for further details.

Author: Brenda Vaughn, Program Manager, Medical Services Program.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 405.542, and Federal
Register dated July 2, 1986.

History: Emergency Rule effective January 1, 1987. Amended January 14, 1987, March 12, 1987, and
March 15, 1994. Amended: Filed February 18, 2003; effective May 16, 2003.
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Rule No. 560-X-7-.01 Hospital Program - General

(1) The Title XIX (Medicaid) Plan for Alabama provides for 16 days inpatient care per calendar
year for adults and children and for preventive, diagnostic, therapeutic, rehabilitative, or palliative
outpatient services under certain conditions which are enumerated in detail in the Plan.

(2) Refer to Chapter 1 and Chapter 11 for details on benefit limits for medically necessary
services which are provided as a result of an EPSDT screening referral.

(3) Additional inpatient days for delivery may be authorized upon request for recipients who
have exhausted their initial 16 covered days. Approval is limited to medically necessary days for
deliveries only (onset of active labor to discharge up to a maximum of eight days effective July 1, 1991.)
Days must meet the Alabama Medicaid Adult and Pediatric Inpatient Care Criteria in order to be
approved. Inpatient days prior to the onset of active labor will not be approved for extended benefits.
See Rule No. 560-X-7-.25.

(4) Effective for services rendered on or after July 1, 1991, medically necessary inpatient days
are unlimited for children under the age of six if the services are provided by a hospital which has been
designated by Medicaid as a disproportionate share hospital.

(5) Effective for services rendered on or after July 1, 1991, medically necessary inpatient days
are unlimited for recipients under the age of one in all hospitals.

Author: Lynn Sharp, Associate Director, Institutional Services

Statutory Authority: State Plan; Attachment 3.1-A, pp 1 & 1.1; 42 CFR Sections 440.10, 440.20,
441.57; Omnibus Budget Reconciliation Act of 1985 (COBRA, Public Law 99-272). Medicare
Catastrophic Coverage Act of 1988 (Public Law 100-360) Omnibus Budget Reconciliation Act of 1990
(Public Law 101-508).

History: Rule effective October 1, 1982. Amended July 8, 1983; February 8, March 12, June 8, October
9, 1984; June 8, September 9, 1985; October 11, 1986; September 9, 1987; July 1, 1988; October 12,
1988; January 1, 1989; March 14, 1989; July 1, 1989; January 12, 1990; October 1, 1990; January 15,
1991; July 1, 1991; January 14, 1992; and April 11, 1997. Amended: Emergency Rule filed and
effective April 9, 2004. Amended: Filed April 21, 2004; effective July 16, 2004.

Rule No. 560-X-7-.02. Participation.

(1)  Eligibility. In order to participate in the Title XIX Medicaid program and to receive Medicaid
payment for inpatient and outpatient hospital services, a hospital provider must meet the following
requirements:

(a) Be certified for participation in the Title XVIIl Medicare and Title XIX Medicaid
programs as a short term or children's hospital. Hospital types are identified on the Hospital Request for
Certification in the Medicare/Medicaid Program (HCFA-1514) or its successor.

(b) Be licensed as a hospital by the State of Alabama in accordance with current rules
contained in the Alabama Administrative Code Chapter 420-5-7.

(c) Be in compliance with Title VI of the Civil Rights Act of 1964 and with Section 504 of
the Rehabilitation Act of 1973.

(d) Submit a letter requesting enrollment.

(e) Submit a budget of cost for medical inpatient services for its initial cost reporting
period, if a new facility.

() Execute the Alabama Medicaid Provider Agreement for participation in the Medicaid
program.
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(g) Submit a written description of an acceptable utilization review plan currently in effect.

(2)  Enrollment. Application by hospitals for participation in the Alabama Medicaid program is
made to:

Provider Enrollment
EDS
P.0O. BOX 244035
Montgomery, AL 36124

(&) The effective date of enroliment cannot be earlier than the date of the Medicare
certification.

(3) Participating out-of-state (border) hospitals are subject to all program regulations and
procedures that apply to participating Alabama hospitals and shall submit copies of their annual
certification from HCFA, State licensing authority, and other changes regarding certification. "Border" is
defined as within 30 miles of the Alabama state line.

(4) Nonparticipating hospitals are those hospitals which have not executed an agreement with
Alabama Medicaid covering their program participation, but provide medically necessary covered out-of-
state services.

(&) All Medicaid admissions to participating and nonparticipating facilities are subject to
program benefits and limitations based on current Medicaid eligibility.

(b) Out-of-state prior authorization is required for organ transplants and select surgical
procedures. (Refer to Rule No. 560-X-1-.27 and Rule No. 560-X-6-.13 respectively.

(5) The Fiscal Agent will be responsible for enrolling any Title XVIII (Medicare) certified
hospital that wishes to enroll as a Qualified Medicare Beneficiary (QMB-only) provider.

Author: Lynn Sharp, Associate Director, Policy Development Unit

Statutory Authority: State Plan, Section 2.7, 4.11, 4.10 and Attachment 7.2A,; Title XIX, Social Security
Act; 42CFR Sections 405.191, 431.51, 431.52, 431.107, 440.10, 440.20. Medicare Catastropic Coverage
Act of 1988 (Public Law 100-360).

History: Rule effective October 1, 1982. Amended November 10, 1983; November 11, 1985; December
10, 1986; February 9, 1988; July 13, 1989; October 13, 1992; April 11, 1997. Amended: Filed June 18,
1999; effective September 9, 1999.

Rule No. 560-X-7-.03. Inpatient Benefits.

(1) Aninpatient is a person who has been admitted to a hospital for bed occupancy for
purposes of receiving inpatient hospital services. A person is considered an inpatient with the
expectation that he will remain at least overnight and occupy a bed (even though it later develops he can
be discharged or is transferred to another hospital and does not use a bed overnight.)

(2) The number of days of care charged to a recipient for inpatient hospital services is always
in units of full days. A day begins at midnight and ends 24 hours later. The midnight-to-midnight method
is to be used in reporting days of care for the recipients, even if the hospital uses a different definition of
day for statistical or other purposes.

(3) Medicaid covers the day of admission, but not the day of discharge. If admission and
discharge occur on the same day, the day is considered a day of admission and counts as one inpatient
day.

(4) Newborns delivered in the hospital will be covered by an eligible mother's claim for up to
ten days nursery care if the mother is in the hospital and is otherwise entitled to such coverage.
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(&) Newborns delivered outside the hospital, those remaining in the hospital after the
mother is discharged, and those admitted to accommodations other than the well baby nursery must be
eligible for Medicaid benefits in their own right (claim must be billed under the baby's own name and
Medicaid number). Example: If an infant is admitted to an intensive care or other specialty care nursery,
the claim must be billed under the infant's number even if the mother is still an inpatient. Example: A
claim for three days filed under the mother's name and number receiving six nursery days, will be
returned to the hospital with instructions to bill the last three days under the baby's name and number,
who must be eligible within its own right.

(b) The only exception is when twins are billed, then the nursery days can be twice the
number of the mother's days.

(5) Revenue codes 170 and 171 are reflected on the mother's claim in conjunction with her

inpatient stay for the delivery. The hospital per diem rate includes charges for the mother and newborn.

(a) If revenue codes 172, 175 or 179 are to be billed, the newborn infant's condition must
meet the medical criteria established for each revenue code.

(b) Revenue codes 172, 175 and 179 are to be billed utilizing the infant's name and
Medicaid number. These charges are to be billed on a separate UB92 claim form. ICD-9-CM diagnosis
codes identifying the conditions that required the higher level of care must be on the claim.

(c) Medicaid will routinely monitor the coding of neonatal intensive care claims through
post-payment review.

(d) Hospitals should refer to provider notice 95-12 for the criteria established for each
revenue code.

Authority: State Plan, Attachment 3.1-A, 4.19-A; Title XIX, Social Security Act; 42 C.F.R. Section 409.10,
Subpart B. Rule effective October 1, 1982. Amended November 10, 1983, March 8, 1986; April 11,
1986, and November 10, 1987. Effective date of this amendment is April 11, 1997.

Rule No. 560-X-7-.04. Bed and Board in Semi-Private Accommodations.

(1) Medicaid will pay for semi-private accommodations (two, three, or four bed
accommodations). When accommaodations other than semi-private are furnished, the following rules will
govern:

(a) Private rooms medically necessary - Payment may be made for private room or other
accommodations more expensive than semi-private only when such accommodations are medically
necessary. Private rooms will be considered medically necessary when the patient's condition requires
him to be isolated for his own health or that of others. The term isolation may apply when treating a
number of physical or mental conditions. These include communicable diseases which require isolation of
the patient for certain periods. Privacy may also be necessary for patients whose symptoms or
treatments are likely to alarm or disturb others in the same room. Payment will be made for the use of
intensive care facilities where medically necessary. In order for the private room to be covered by
Medicaid, the following conditions must be met:

1. The physician must certify at the time of admission or within 48 hours of the
onset of the need for a private room, and the specific medical condition requiring a private room.

2. Such certification must appear in the hospital records as a written order by the
physician.

3. Atthe time the physician certifies the need for continued hospitalization, the
private room must also be recertified as being medically necessary. Medicaid will not cover a private
room on the basis of a retroactive statement of medical necessity by the physician. At the time the
medical necessity for a private room ceases, the patient should be placed in the type accommodation
covered by Medicaid.

(2)  Private rooms not medically necessary - When accommodations more expensive than
semi-private are furnished the patient because at the time of admission less expensive accommodations
are not available or because the hospital has only private accommodations, Medicaid may pay for the
semi-private accommodations. THE PATIENT IS NOT TO BE BILLED OR REQUIRED TO PAY THE
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DIFFERENCE. When accommodations more expensive than semi-private are furnished the patient at his
request, the hospital may charge the patient no more than the difference between the customary charge
for the most prevalent semi-private accommodations and the more expensive accommodations at the
time of admission. The hospital must require the patient to sign a form requesting the more expensive
accommodation and agreeing to pay the difference. This form must be on file for review if questions arise
regarding payment of private room charges.

(3) Customary charges mean amounts which the hospital is uniformly charging patients
currently for specific services and accommodations. The most prevalent rate for semi-private
accommodations is the rate which applies to the greatest number of semi-private beds.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982.
Effective date of this amendment is April 11, 1997.

Rule No. 560-X-7-.05. Nursing and Other Services.
(1) Nursing and other related services, use of hospital facilities, and the medical social
services ordinarily furnished by the hospital for the care and treatment of inpatients are covered.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982.

Rule No. 560-X-7-.06. Drugs and Biologicals.

(1) Drugs and biologicals for use in the hospital which are ordinarily furnished by the hospital
for the care and treatment of inpatients are covered.

(2) Take-home drugs and medical supplies are not covered in the Medicaid Program.

(3) A patient may, on discharge from the hospital, take home remaining amounts of drugs
which have been supplied for him either on prescription or doctor's order, if continued administration is
necessary, since they already would have been charged to his account by the hospital.

(4) Medically necessary take-home drugs should be provided by written prescription either
through the hospital pharmacy or any other Medicaid approved pharmacy.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982.

Rule No. 560-X-7-.07. Supplies, Appliances, and Equipment.

(1) Supplies, appliances, and equipment furnished by the hospital solely for the care and
treatment of a recipient during an inpatient stay in the hospital are covered as part of the hospital per
diem payment.

(2) Supplies, appliances, and equipment furnished to an inpatient for use only outside the
hospital are not generally covered as inpatient hospital services. A temporary or disposable item,
however, which is medically necessary to permit or facilitate the patient's departure from the hospital and
is required until the patient can obtain a continuing supply is covered as part of the hospital per diem
payment.

Author: Lynn Sharp, Associate Director, Policy Development Unit
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Statutory Authority: State Plan; Title XIX, Social Security Act; 42CFR Section 401, et seq.
History: Rule effective October 1, 1982. Amended: Filed June 18, 1999; effective September 9, 1999.

Rule No. 560-X-7-.08. Hemodialysis.
(1) Hemodialysis for chronic renal cases is provided under the Medicaid Program when the
patient is not authorized this care under Medicare.

(2) Refer to Chapter One, Rule No. 560-X-1-.27, of the Administrative Code for kidney
transplant coverage.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R., Section 401, et seq. Rule effective
October 1, 1982. Rule amended April 11, 1997. Effective date of this amendment is January 12, 1998.

Rule No. 560-X-7-.09. Blood.

(1) Charges for whole blood or equivalent quantities of packed red cells are not allowable
since Red Cross provides blood to hospitals; however, blood processing and administration is a covered
service.

Authority: State Plan, Attachment 3.1-A; Title XIX, Social Security Act; 42 C.F.R. Section 409.87. Rule
effective October 1, 1982, and November 10, 1987. Effective date of this amendment is April 11, 1997.

Rule No. 560-X-7-.10. Sterilization and Hysterectomy.

(1)  Surgical procedures for male and female recipients as a method of birth control are
covered services under the conditions set forth in the chapter pertaining to Family Planning.

(2)  Any Alabama Medicaid hospital claim that relates to any sterilization or hysterectomy must
have documentation attached to it showing or consisting of a consent form or an acknowledgement of
receipt of hysterectomy information. These attachments must meet the criteria set forth under the
sterilization and hysterectomy regulations. See the Physician' Chapter and the Family Planning Chapter
for further details.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982. Effective date of this amendment is April 11, 1997.

Rule No. 560-X-7-.11. Abortions.

(1) Payment for abortions under the Medicaid Program is subject to the conditions in the
chapter pertaining to Physicians. See the Physicians' Chapter for further details.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982. Effective date of amendment May 11, 1987.
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Rule No. 560-X-7-.12. Physical Therapy.

(1) Physical therapy is a covered service based on medical necessity. Physical therapy
services that do not require the professional skills of a qualified physical therapist to perform or supervise
are not considered medically necessary. Physical therapy is covered:

(8) in a hospital outpatient setting, and
(b) for acute conditions.

(2) Physical therapy performed in an outpatient hospital setting does not count against the
recipient's three non-emergency outpatient visit limits.

(3) Rehabilitative services are not covered. Rehabilitative services are defined as the
restoration to useful activity of people with chronic physical or disabling conditions.

(4) Physical therapy services are limited to those CPT codes listed in the Hospital Billing
Manual. Maximum units for daily and annual limits are noted for each covered service.

(5) Physical therapy records will be reviewed retrospectively as part of the Provider Review
Program. The following medical criteria must be met and the treatment plan must be stated in the
recipient's medical record. If the medical criteria are not met and/or documentation of the treatment plan
is not stated in the medical record relevant claims will be recouped. The medical criteria are:

(a) Physical therapy is covered for acute conditions only. An acute condition is a new
diagnosis which has been made within three months of the beginning date of the physical therapy
treatments.

(b) Chronic conditions are not covered except for acute exacerbations or as a result of an
EPSDT screening. A chronic condition is a condition where the diagnosis is made more than three
months before the beginning date of the physical therapy treatments.

(c) An acute exacerbation is defined as the sudden worsening of the patient's clinical
condition, both objectively and subjectively, where physical therapy is expected to improve the patient's
clinical condition.

(6) In addition to the recipient meeting the above stated medical criteria, the provider of
service is responsible for developing a plan of treatment. This plan of treatment must be readily available
at all times for review in the recipient's medical record. The plan of treatment should contain, but is not
limited to, the following information:

(8) Recipient's name

(b) Recipient's current Medicaid number

(c) Diagnosis(es)

(d) Date of onset or the date of the acute exacerbation, if applicable
(e) Type of surgery performed, if applicable

() Date of surgery, if applicable

(g) Functional status prior to and after physical therapy is completed
(h) Frequency and duration of treatment

(i) Modalities

()) For ulcers, the location, size, and depth should be documented.

(7)  The plan of treatment must be signed by the physician who ordered the physical therapy
and the therapist who administered the treatments. The information contained in the treatment plan must
be documented in the recipient's medical record.

Author: Lynn Sharp, Associate Director, Policy Development Unit.

Statutory Authority: State Plan, Attachment 3.1-A; Title XIX, Social Security Act; 42CFR Sections
440.10, 440.20, 440.50.

History: Rule effective July 1, 1991. Amended October 12, 1991; April 11, 1997. Amended: Filed June
18, 1999; effective September 9, 1999.
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Rule No. 560-X-7-.13. Reserved.

Rule No. 560-X-7-.14. Dental Services

Items and services in connection with the care, treatment, filling, removal or replacement of teeth,
or structures directly supporting the teeth are covered for those recipients eligible for treatment under the
Early and Periodic Screening, Diagnosis, and Treatment Program. See Chapter 15, Dental Services for
details.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Sections 441.50, 441.56. Rule effective
October 1, 1982. Amended March 11, 1985 and June 8, 1985. Emergency rule effective December 5,
1986. Effective date of this emergency rule March 12, 1987. Effective date of this amendment April 13,
1987.

Rule No. 560-X-7-.15. Inpatient Non-Covered Services.

(1) Items and Services for which there is no legal obligation to pay - Free services are
excluded from coverage, (e.g., chest x-rays provided without charge by health organizations).

(2) Items and Services which are required as a result of war - Those required as a result or act
of war, occurring after the effective date of the patient's current coverage are not covered.

(3) Personal comfort items, such as radio, television, telephone, beauty and barber services,
which do not contribute meaningfully to the treatment of an illness or injury or the functioning of a
malformed body member are not covered.

(4) Routine physical check-ups required by third parties, such as insurance companies,
business establishments or other government agencies are not covered.

(5) Braces, orthopedic shoes, corrective shoes, or other supportive devices for the feet are not
covered.

(6) Custodial care or sitters are not covered.

(7)  Cosmetic surgery or expenses in connection with such surgery are not covered. Cosmetic
surgery includes any surgical procedure directed at improving appearance, except when required for the
prompt repair of accidental injury or for the improvement of the function of a malformed body member.
For example, this exclusion does not apply to surgery in connection with treatment of severe burns or
repair of the face following a serious automobile accident, nor to surgery for therapeutic service, which
coincidentally also serves some cosmetic purpose.

(8) Items and services to the extent that payment has been made, or can reasonably be
expected to be made under a Workman's Compensation Law, or plan of the United States, or a state
may not be paid for by Medicaid.

(9) Inpatient hospitalization for routine diagnostic evaluations - Those that could be
satisfactorily performed in the outpatient department of the hospital, or in a physician's office or
appropriate clinic are not covered.

(10) Psychological evaluations and testing and psychiatric evaluations are not covered by
Medicaid except where actually performed by a physician in person.

(11) Speech therapy is not covered by Medicaid unless actually performed by a physician in
person.
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(12) Oxygen or compressed air outside the hospital is not covered by Medicaid.

(13) Reserved Bed Charges - There is no provision under the Alabama Medicaid Program for
payment of reserved inpatient hospital beds for patients on a pass for a day or more.

(14) Inpatient services provided specifically for a procedure that requires prior approval is not
covered unless prior authorization from Medicaid for the procedure has been obtained by the recipient's
physician. In the event that the recipient is receiving other services which require inpatient care at the
time the procedure is performed, any charges directly related to the procedure will be noncovered and
subject to recoupment. Additionally, all admissions must meet the Adult and Pediatric Inpatient Care
Criteria as defined in Chapter 44 of the Alabama Medicaid Administrative Code.

Author: Lynn Sharp, Associate Director, Policy Development Unit

Statutory Authority: 42CFR Section 405.310, 405.311, 405.314, 405.316.

History: Rule effective October 1, 1982. Amended June 14, 1990, and April 11, 1997.
Amended: Filed June 18, 1999; effective September 9, 1999.

Rule No. 560-X-7-.16. Utilization Control

(1) Refer to Inpatient Utilization Control chapter for details.

Authority: State Plan; 42 C.F.R. 456, Subpart C; Section 1902 (d), Title XIX, Social Security Act.
Emergency rule effective April 1, 1983, permanent rule effective July 8, 1983. Effective date of this
amendment October 12, 1988.

Rule No. 560-X-7-.17. Outpatient Hospital Services.

(1) "Outpatient hospital services" means preventive, diagnostic, therapeutic, rehabilitative, or
palliative services provided to an outpatient by or under the direction of a physician/dentist at a licensed
hospital. Providers must meet Medicare “provider based status determination” criteria in order to bill for
outpatient services provided in “off —.campus” locations.

(2) Medical services provided in the outpatient department must be identified and the specific
treatment documented in the medical record.

(3) Outpatient surgical services are those covered procedures commonly performed on an
inpatient basis that may be safely performed on an outpatient basis. Only those surgeries included on the
Medicaid outpatient surgical list will be covered on an outpatient basis. Surgeries included on the
Medicaid outpatient surgical list are reimbursable when provided on an inpatient basis if utilization review
criteria are met.

(a) Surgical procedures that are routinely performed in a physician's office and are not
listed on Medicaid's outpatient surgical list may be considered for prior approval to be performed in the
outpatient setting if medically necessary and the procedure is approved by the Professional Services
staff.

(b) Refer to the Hospital Billing Manual for the outpatient surgical list.

(4) Outpatient hospital visits are limited to three per calendar year with exceptions referenced
below. Only those procedures covered for outpatient hospital billing may be submitted for payment.
Reimbursement includes the use of the facility and no additional facility fee may be billed.

(&) All outpatient hospital services provided by the hospital from admission to discharge
of the outpatient will constitute a visit.
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(b) Specimens and blood samples sent to the hospital for performance of tests are
classified as non-patient hospital services since the patient does not directly receive services from the
hospital; therefore, this does not constitute a visit and is not subject to program limitations.

(c) Providers who send specimens to independent laboratories for analysis may bill
Medicaid for a collection fee. This fee shall not be paid to anyone who has not actually collected the
specimen from the patient.

(d) Routine venipuncture for collection of laboratory specimens may be billed only when
sending blood specimens to another site for analysis. The collection fee may not be billed if the lab work
is done at the same site where the specimen was drawn.

(e) Outpatient visits solely for chemotherapy, therapeutic radiation, radiology and/or
laboratory services are unlimited and do not count against benefit limitations. Radiology services are
defined as CPT-4 procedure codes 70000 through 79999. Laboratory services are defined as procedure
codes 80000 through 89999.

() Outpatient surgery reimbursement is a fee-for-service rate established for each
covered surgical procedure indicated on the Medicaid outpatient surgical list. This rate is established as
a facility fee for the hospital and includes all nursing and technician services; diagnostic, therapeutic and
pathology services; pre-op and post-op lab and x-ray services; materials for anesthesia; drugs and
biologicals; dressings, splints, casts, appliances, and equipment directly related to the surgical procedure.

(g) Multiple surgical procedures on the claim will be reimbursed the lesser of charges or
100% of the fee on the pricing file for the initial procedure and the lesser of charges or 50% of the fee on
the pricing file for subsequent procedures.

(5) "Emergency services" are services that are furnished by a qualified provider and are
needed to evaluate or stabilize an emergency medical condition. A "certified emergency" is a medical
condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a
prudent layperson, who possesses an average knowledge of health and medicine, could reasonably
expect the absence of immediate medical attention to result in placing the health of the individual (or with
respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy, serious
impairment to body functions, or serious dysfunction of any bodily organ or part.”

(6) Non-certified visits to the emergency room are considered outpatient visits and are
counted against the outpatient benefit limit of three visits per calendar year.

(7) Emergency medical services provided in the hospital emergency room must be certified
and signed by the attending physician, at the time the service is rendered, and documented in the
medical record if the claim is filed as a "certified emergency."

(8) Certified emergency visits are unlimited if the medical necessity is properly documented
and certified in the medical record by the attending physician at the time services are rendered. Certified
emergency visits do not require a PMP referral.

(9) UB-04 claims for emergency department services must be coded with the appropriate CPT
code according to the criteria established by Medicaid to be considered for payment.

(10) Outpatient dialysis services are covered under the End-Stage Renal Disease Program and
cannot be reimbursed as an outpatient hospital service. See Chapter 24 for details.

(11) Inpatient Admission after Outpatient Hospital Services-If the patient is admitted as an
inpatient before midnight of the day outpatient services were rendered at the same hospital all services
are considered inpatient services for billing purposes. The day of formal admission as an inpatient will be
considered as the first day of inpatient hospital services.

(12) Outpatient Observation is a covered service billable only by a hospital provider enrolled in
the Medicaid program.
(a) Outpatient observation is defined as the medically necessary extended outpatient
care provided to a patient whose condition warrants additional observation before a decision is made
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about admission to the hospital or prolonged patient care. Outpatient observation is limited to no more
than 23 hours.

(b) Outpatient observation is considered an outpatient visit and will be counted in the
yearly outpatient visit benefit limit, unless documented as a certified emergency by the attending
physician at the time of service.

(c) An observation unit is defined as an area designated by the hospital in which patient
beds are set aside to provide any medically necessary extended outpatient care to a patient whose
condition requires either additional observation before a decision is made about admission to the hospital
or prolonged patient care is rendered. These beds may be located in various parts of the hospital
depending on the type of extended care needed for the patient. The following guidelines apply:

1. A physician's order is required for admission and discharge from the observation
unit.

2. A physician must have personal contact with the patient at least once during the
observation stay.

3. Patients in the observation unit must be monitored by a registered nurse or an
employee under his/her direct supervision.

4. Medical records must contain appropriate documentation of the actual time a
patient is in the observation unit as well as services provided.

5. Arecipient must be in the observation unit a minimum of three hours but no more
than 23 hours.

(d) Outpatient observation charges must be billed in conjunction with the appropriate
emergency room facility fee.

(e) Observation coverage is billable in hourly increments only; therefore, a recipient must
receive observation services a minimum of 30 minutes before the observation charge can be billed.

() The first three hours of observation are included in the emergency room facility fee.

(g) Observation procedure codes (99218-99220) should be billed according to the
instructions in the current CPT manual. The appropriate code may be billed up to 20 units (unit=one
hour) per day.

(h) Ancillary charges (lab work, x-ray, etc.) may be billed with the emergency room facility
fee and observation charge.

(i) If the observation spans midnight and the recipient is discharged from the observation
unit the following day, the provider should bill all observation charges using the date of admission to the
observation unit on the outpatient claim form.

() Ifarecipient is admitted to the hospital from outpatient observation, all outpatient
charges must be combined and billed with the inpatient charges. The provider should indicate the date of
admission to the inpatient hospital as the admission date on the claim form for inpatient services.

(k) Outpatient observation charges cannot be billed in conjunction with outpatient surgery
or critical care.

() Medical records will be reviewed retrospectively by Medicaid to ensure compliance
with the above stated guidelines and criteria.

(13) Medicaid will cover two obstetrical ultrasounds per year. Additional ultrasounds may be
approved if a patient's documented medical condition meets the criteria established by Medicaid.
Providers should contact Medicaid's Prior Authorization Unit in writing to request approval for additional
ultrasounds.

Author: Jerri Jackson, Associate Director, Institutional Services Unit.

Statutory Authority: State Plan, Attachment 4.19-B, 3.1-A, page 1; Title XIX, Social Security Act; 42CFR
Sections 440.20, 440.170, 440.255, 447.321, 413.65.

History: Rule effective October 1, 1982. Amended October 1, 1983; June 9, 1986; February 9, 1987;
May 1, 1987; August 10, 1987; November 10, 1987; August 10, 1988; January 12, 1990; July 1, 1990;
October 1, 1991; December 12, 1991; January 14, 1992; April 11, 1997; June 18, 1999; September 10,
1999; December 16, 1999; March 13, 2000; April 20, 2000; July 11, 2000. Amended: Filed December
18, 2000; effective March 12, 2001. Amended: Filed March 20, 2007; effective June 15, 2007.
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Rule No. 560-X-7-.18. Patient Signature

(1)  While a recipient signature is not required on individual claim forms, all providers must
obtain a signature to be kept on file, (e.g., release forms or sign in sheets), as verification that the
recipient was present on the date of service for which the provider seeks payment. Exceptions to the
recipient signature requirement are listed below.

(&) When there is no personal recipient/provider
contact, such as laboratory or radiology services.

(b) llliterate recipients may make their mark, for example, "X", withessed by someone
with their dated signature after the phrase "witnessed by."

(c) If the patient cannot sign due to physical or mental impairment or because of age, an
authorized person may sign for the patient indicating his/her relationship to the patient.

(2)  The signature alone or on other insurance forms is not acceptable for payment under
Medicaid.

(3) The signature and accompanying authorization and certification must be available for
review by Medicaid and/or the Medicaid fiscal agent.

(4)  When the acceptable signature is not available or is on an incorrect form and payment has
been made, the funds covering this period of care will be recouped.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982. Amended January 14, 1992. Effective date of this amendment is April 11, 1997.

Rule No. 560-X-7-.19. Repealed

Author: Lynn Sharp, Associate Director, Policy Development Unit.
Statutory Authority: State Plan; Title XIX, Social Security Act; 42CFR Section 401, et seq.
History: Rule effective October 1, 1982. Amended: Filed June 18, 1999; effective September 9, 1999.

Rule No. 560-X-7-.20. Hospital-Based Physicians, Submission of Claims.

Reference Chapter 6 Physicians and Chapter 23 Hospital Reimbursement Program for details.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Sections 405.401, 405.522, 405.523. Rule
effective October 1, 1982. Amended January 8, 1985 and June 8, 1985. Effective date of this
amendment May 11, 1987.

Rule No. 560-X-7-.21. Outpatient and Inpatient Tests.

(1) Based on PL 97-35, the "Omnibus Budget Reconciliation Act of 1981, "Section 2164(a)
and 42 CFR Part 441.12, effective October 1, 1981, Medicaid will pay only for laboratory tests or x-rays or
any other type of test provided in inpatient or outpatient hospital facilities which have been ordered by the
attending physician or other staff physician. There will be no payment made for tests under "standing
orders" or "routine orders."

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982. Effective date of this amendment is April 11, 1997.
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Rule No. 560-X-7-.22. Claim Filing Guidelines

(1) For claim filing limitations, refer to the Hospital Billing Manual.

(2)  Allinpatient and outpatient claims must contain a valid physician's license number in field
82 of the UB92 claim form.

(3) Allinpatient and outpatient claim must contain diagnosis and procedure codes.

(4) Claims containing fragmentation of services may be recouped through post-payment
review.

Author: Lynn Sharp, Associate Director, Policy Development Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42CFR 447.45, et seq.

History: Rule effective October 1, 1982. Amended November 11, 1985, and April 11, 1997. Amended:
Filed June 18, 1999; effective September 9, 1999.

Rule No. 560-X-7-.23. Third party Payment Procedures.

For guidelines on submitting claims to Medicaid when a third party is involved, refer to the
Hospital Billing Manual.

Author: Lynn Sharp, Associate Director, Policy Development Unit.
Statutory Authority: State Plan; Title XIX, Social Security Act; 42CFR, Section 401, et seq.
History: Rule effective October 1,1982. Amended: Filed June 18, 1999; effective September 9, 1999.

Rule No. 560-X-7-.24. Sending Bills and Statements to Medicaid Recipients.

(1) Providers should not send recipients bills or statements for covered services once that
recipient has been accepted as a Medicaid patient.

(2) Providers may send a notice to the recipient stating their claim is still outstanding if the
notice indicates in bold letters: "THIS IS NOT A BILL."

(3) Providers are responsible for follow-up with the fiscal agent or Medicaid on any billing
problems or unpaid claims.

(4) The Recipients are not responsible for the difference between charges billed and the
amount paid by Medicaid for covered charges services.

(5) Providers agree to accept the amount paid by Medicaid as payment in full.

(6) Recipients may be billed only for the allowable copayment amount, for services not
covered by Medicaid, or when benefits have been exhausted.

(7)  Providers may not deny services to any eligible recipient due to the recipient's inability to
pay the allowable copayment amount.

Author: Lynn Sharp, Associate Director, Policy Development Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42CFR Sections 447.15, 447.50, 447.55.
History: Rule effective October 1, 1982. Amended July 9, 1984; June 8, 1985, and April 11, 1997.
Amended: Filed June 18, 1999; effective September 9, 1999.
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Rule No. 560-X-7-.25. Prior Authorization

(1) Out-of-State Referrals - Prior authorization will be required for organ transplants and
select surgical procedures. (Refer to Rule No. 560-X-1-.27 and Rule No. 560-X-6-.13 respectively).

(2) Dental Hospitalization - See Chapter 15, Dental Services, for details.

(3) Additional inpatient days for deliveries, beyond the initial benefit days may be authorized
upon request for recipients who have exhausted their initial 16 covered days.

(8) A six digit authorization number will be issued for those stays that are medically
necessary and meet the Alabama Medicaid Adult and Pediatric Inpatient Care Criteria. This number must
appear in form locator 91 on the hospital claim form.

(b) Approvals may be granted retrospectively for dates of service July 1, 1988 and after, if
the claim is within the applicable claims filing limitations.

(c) Additional days other than for active labor, delivery, and inpatient postpartum care will
not be authorized.

Authority: State Plan, Attachment 3.1A,; Title XIX, Social Security Act; 42 C.F.R. Section 431.25. Rule
effective October 1, 1982. Amended July 8, October 1, November 10, 1983; May 9, 1984; June 9,
October 11, 1986; April 1, 1988 and October 12, 1988. Emergency Rule effective January 1, 1989.
Amended March 14, 1989; April 17, 1990; January 15, 1991; October 12, 1991, and October 13, 1992.
Effective date of this amendment is April 11, 1997.

Rule No. 560-X-7-.26. Medicare/Medicaid Eligible Recipients.
(1) Inpatient - Refer to Rule 560-X-1-.14. for details.

(2) Outpatient - Part B. Payment for outpatient crossover claims shall be based on the lesser
of the coinsurance and/or deductible amount or the Medicare allowed amount times the outpatient
percentage rate minus the Medicare paid amount.

Authority: State Plan, Attachment 3.1-A, 3.2-A; 42 C.F.R., Section 409.60, .80, & .83; Medicare
Catastrophic Coverage Act of 1988 (Public Law 100-360). Rule effective October 1, 1982. Rule
amended October 9, 1984; March 7, 1986, April 11, 1986, September 8, 1986, and January 1, 1988.
Emergency rule effective February 1, 1989. Amended May 12, 1989. Effective date of this amendment is
January 11, 1996.

Rule No. 560-X-7-.27. Split Billing (Inpatient Claims).

(1) Due to the Medicaid inpatient reimbursement methodology it shall be necessary for a
hospital to "split bill" for inpatient services each year as specified in Rule 560-X-23-.20(3).

(2) Due to the limitation of inpatient hospital benefits on a calendar year basis, it shall be
necessary for each hospital to "split bill* for inpatient services (each year) as of December 31.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective

October 1, 1982. Amended November 10, 1983. Emergency rule effective July 1, 1987. Amended
September 9, 1987. Effective date of this amendment is April 11, 1997.
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Rule No. 560-X-7-.28. Copayment (Cost Sharing).

(1) The Medicaid recipient shall pay the allowable copayment amount for each inpatient
admission under the Medicaid program, except for the designated exemptions. The copayment amount
does not apply to services provided for the following:

(a) Recipients under 18 years of age
(b) Pregnancy

(c) Renal dialysis

(d) Emergencies

(e) Family planning

() Chemotherapy

(g) Radiation therapy

(h) Nursing home residents

(2) The Medicaid recipient shall pay the allowable copayment amount for each outpatient visit
received under the Medicaid program, except for designated exemptions. The copayment amount does
not apply to services provided for the following:

(a) Recipients under 18 years of age
(b) Pregnancy

(c) Renal dialysis

(d) Emergencies

(e) Family planning

() Chemotherapy

(g) Radiation therapy

(h) Physical therapy

(i) Nursing home residents

Author: Lynn Sharp, Associate Director, Policy Development Unit.

Statutory Authority: State Plan, Attachments 4.18-A; 42CFR Sections 447.15, 447.50, 447.55.
History: Rule effective June 8, 1985. Amended September 13, 1994. Amended: Filed June 18, 1999;
effective September 9, 1999.

Rule No. 560-X-7-.29. Payment of Outpatient Hospital Services.

(1) Payment for all outpatient hospital services will be from approved rates as established by
Medicaid.

(2) Publicly owned hospitals and hospitals which predominately treat children under the age of
18 years may be paid at an enhanced payment. These payments shall not exceed combined payments
for providing comparable services under comparable circumstances under Medicare.

Authority: State Plan, 42 CFR 447.321, 447.325, Title XIX Social Security Act. Rule effective September
8, 1986. Effective date of this amendment October 1, 1994. Emergency rule effective January 1, 1995.
Effective date of this amendment March 15, 1995.

Rule No. 560-X-7-.30 Post-Hospital Extended Care Services.

(1) Inpatient hospital services rendered at an inappropriate level of care (lower than acute) are
considered post-hospital extended care services. The patient must have received a minimum of three
consecutive days of acute care services in the hospital requesting Post-Hospital Extended Care (PEC)
reimbursement. Intra-facility transfers will not be authorized for reimbursement as PEC services. These
services include care ordinarily provided by a nursing facility. (Refer to Chapter 10). Such medically
necessary services include, but are not limited to:
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(&) Nursing care provided by or under the supervision of a registered nurse on a 24-hour
basis;

(b) Bed and board in a semi-private room. Private accommodations may be utilized if the
patient's condition requires that he/she be isolated, the facility has no ward or semi-private rooms, or all
ward or semi-private rooms were full at the time of admission and remain so during the recipient's stay;

(c) Medically necessary over-the-counter (non-legend) drug products ordered by
physician. Generic brands are required unless brand name is specified in writing by the attending
physician;

(d) Personal services and supplies ordinarily furnished by a nursing facility for the comfort
and cleanliness of the patient;

(e) Nursing and treatment supplies as ordered by the patient's physician or as required
for quality nursing care. These include, but are not limited to, needles, syringes, catheters, catheter trays,
drainage bags, indwelling catheters, enema bags, normal dressing, special dressings (such as ABD pads
and pressure dressings), intravenous administration sets, and normal intravenous fluids (such as glucose,
D5W, D10W, and normal saline);

() Services ordinarily furnished to an inpatient of a hospital.

(2) In order for such services to be reimbursed, the hospital must submit a written request to
Medicaid to receive a provider number that will allow them to use up to ten beds for these services for
hospitals with up to 100 beds, with an additional ten beds per each additional 100 beds. Prior to the
hospital admitting a patient to one of these beds, the hospital must first determine that there is no nursing
facility bed available within a reasonable proximity, and the recipient must require on a regular basis two
of the following medically necessary services:

(& Administration of a potent and dangerous injectable medication and intravenous
medications and solutions on a daily basis;

(b) Restorative nursing procedures (such as gait training and bowel and bladder training)
in the case of residents who are determined to have restorative potential and can benefit from the training
on a daily basis;

(c) Nasopharyngeal aspiration required for the maintenance of a clear airway;

(d) Maintenance of tracheostomy, gastrostomy, colostomy, ileostomy, or other tubes
indwelling in body cavities as an adjunct to active treatment for rehabilitation of disease for which the
stoma was created;

(e) Administration of tube feedings by naso-gastric tube;

(f) Care of extensive decubitus ulcers or other widespread skin disorders;

(g) Observation of unstable medical conditions required on a regular and continuing basis
that can only be provided by or under the direction of a registered nurse;

(h) Use of oxygen on a regular or continuing basis;

(i) Application of dressing involving prescription medications and aseptic techniques
and/or changing of dressing in noninfected, post operative, or chronic conditions; or

()) Receive routine medical treatment as a comatose patient.

(3) To establish medical necessity, an application packet must be furnished to the Medicaid
Admissions Program within 60 days from the date Medicaid coverage is requested. The 60 days will be
calculated from the date the application is received and date stamped in the Admissions Program. All
applications with a date greater than 60 days old will be assigned an effective date that is 60 days prior to
the Admissions Program date stamp. No payment will be made for the days prior to the assigned
Admissions Program effective date. The facility will be informed in writing of the assigned effective date.
The application packet will consist of:

(8 A fully completed Medicaid Status Notification Form XIX-LTC-4 including all
documentation certified by the applicant's attending physician to support the need for nursing home level
of care.

(b) Documentation certifying the patient has received inpatient acute care services for no
less than three consecutive days during the current hospitalization in the requesting hospital prior to the
commencement of post-extended care services. These days must have met the Medicaid Agency's
approved acute care criteria; and
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(c) Documentation certifying contact was made with each nursing facility within a
reasonable proximity to determine bed non-availability prior to or on the date coverage is sought, and
every 15 days thereatfter;

(4) Inorder to continue Post-Hospital Extended Care eligibility, recertification must be made
every 30 days. Nursing facility bed non-availability must be forwarded along with request for
recertification.

(5) Reimbursement for post-hospital extended care services will be made on a per diem basis
at the average unweighted per diem rate paid by Medicaid to nursing facilities for routine nursing facility
services furnished during the previous fiscal year ended June 30. There shall be no separate year end
cost settlement. Refer to Chapter 22 of the Alabama Administrative Code for details on rate computation.

(6) A provider must accept as payment in full the amount paid by Medicaid plus any patient
liability amount to be paid by the recipient and further agrees to make no additional charge or charges for
covered services.

(7)  Any day a patient receives such post-hospital extended care services will be considered an
acute care inpatient hospital day. These beds will not be considered nursing facility beds.

(8) These services are not subject to the inpatient hospital benefit limitations. At this level of
care, post-hospital extended care days are unlimited if a nursing home bed is not located as described in
paragraphs (2) and (3)(d) above.

Author: Beverly Rotton, Project Development/Policy Unit, Long Term Care Division

Statutory Authority: Social Security Act, Title XIX; State Plan; and 42 C.F.R. Section 447.253(b).
History: Rule effective July 13, 1994. Amended May 11, 1995 and April 11, 1997. Amended: Filed
August 20, 1999; effective November 10, 1999.
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Rule No. 560-X-8-.01. Independent Rural Health Clinic Services

(1) Independent Rural Health Clinics must be Medicare certified and contracted with the
Alabama Medicaid Program, and be in compliance with Federal, State and Local Laws.

(2) Services covered under the Independent Rural Health Clinic program are any medical
service typically furnished by a physician in an office or in a physician home visit. Limits are the same as
for the Physician Program.

3) Independent Rural Health Clinic services are reimbursable if:
(@) performed by a physician,
(b) performed by nurse practitioner, physician assistant, certified nurse midwife, or
clinical social worker as an incident to a physicians service,
(c) a physician, nurse practitioner, physician assistant, or certified nurse midwife is
available to furnish patient care at all times the clinic operates,
(d) a nurse practitioner, physician assistant, or certified nurse midwife is available to

furnish patient care at least 50 percent of the time the clinic operates.

(4) Independent Rural Health Clinic services must also conform to any state requirements for
the nurse practitioner, physician assistant, and certified nurse midwife regarding the scope or conditions
of their practice.

(5) The Independent Rural Health Clinic must be under the medical direction of a physician.
Except in extraordinary circumstances, the physician must be physically present for sufficient periods of
times, at least every 72 hours for non-remote sites and every seven (7) days for remote sites ( a remote
site being defined as a site more than 30 miles away from the primary supervising physician’s principal
practice location), to provide medical care services, consultation, and supervision in accordance with
Medicare regulations for Rural Health Clinics. When not physically present, the physician must be
available through direct telecommunication for consultation, assistance with medical emergencies, or
patient referral. The extraordinary circumstances must be documented in the records of the clinic.

(6) The fiscal agent will be responsible for enrolling all Title XVIII (Medicare) certified
Independent Rural Health Centers that wish to enroll as Qualified Medicare Beneficiary (QMB) only
providers.

(7) In order to participate in the Title XIX Medicaid Program and to receive Medicaid
payment, an Independent Rural Health Clinic (IRHC) must:
(a) Request an enroliment packet from Fiscal Agent as an IRHC Provider. Services
to be provided should be identified in the enroliment application.
(b) Submit a copy of the following documentation of Medicare certification; the
Centers for Medicare and Medicaid Services (CMS) letter assigning the Medicare Provider number and
establishing the initial encounter rate. A copy of the facilities budget cost report must be sent to

Medicaid’s Alternative Services Division. (c) Submit a copy of the CMS Clinical
Laboratory Improvement Amendments of 1988 (CLIA) certificate or waiver.
(d) Be operating in accordance with applicable Federal, State, and local laws.

(e) Certify compliance with Title VI of the Civil Rights Act of 1964, Section 504 of the
Rehabilitation Act of 1973, and with the Age Discrimination Act of 1975.
® Execute a provider contract with the Alabama Medicaid Agency.
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(8) The effective date of the enrollment of an IRHC will be the latter of the following: the first
day of the month in which the written request for enroliment was received; or the date of Medicare
certification.

Author: Ginger Collum, Program Manager, Clinic/Ancillary Services

Statutory Authority: State Plan; 42 C.F.R. Section 491.8, Et seq.; Title XIX, Social Security Act;
Medicare Catastrophic Coverage Act of 1988 (Public Law 100-360); Section 6213 of the Omnibus Budget
Reconciliation Act of 1989.

History: Rule effective October 1, 1982. Rule amended July 13, 1989, June 14, 1990, May 13, 1993,
September 11, 1993, March 14, 1996 and August 11, 1997. Amended: Filed January 18, 2002;
effective April 18, 2002. Amended: Filed July 21, 2003; effective October 16, 2003.

Rule No. 560-X-8-.02. Other Ambulatory Services

(2) The following services are covered as other ambulatory services furnished in an
Independent Rural Health Clinic and are not billed as Rural Health Clinic services:
€)) Dental Services;
(b) Eyeglasses;
(c) Hearing aids;
(d) Prescribed devices;
(e) Prosthetic devices; and
() Durable medical equipment.
(2) The services listed in Rule No. 560-X-8-.02 (1) are covered separately under the

respective program areas reimbursement practices. Refer to the Administrative Code Chapters 15, 17,
19, 13, 14, 43, 11, and 50 respectively for enrollment procedures and policies.

Authority: State Plan; Attachment 3.1-A, Page 1.2.;42 C.F.R. Section 401, et seq.; Section 440.20; Title
XIX, Social Security Act. Rule effective October 1, 1982. Rule
amended May 13, 1993. Effective date of this amendment is January 12, 1995.

Rule No. 560-X-8-.03. Reimbursement

Independent Rural Health Clinics will be reimbursed at the reasonable cost rate per visit (encounter)
established for the clinic by Medicaid.

Encounters are all-inclusive and all services provided for the visit are included in the reimbursement rate.
The only exceptions are claims for laboratory services and for the technical component of EKGs and
radiology services.

Author: Carol Akin, Associate Director, Clinic/Ancillary Services

Statutory Authority: 42 C.F.R., Section 447.371, et seq.; State Plan for Medical Assistance, Attachment
4.19-B, page 1.

History: Rule effective October 1, 1982. Amended December 6, 1984, May 13, 1993, and May 186,
2001. Amended: Filed January 18, 2002; effective April 18, 2002. Amended: Filed May 20, 2005;
effective August 16, 2005.
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Rule No. 560-X-8-.04. Change of Ownership

Medicaid must be notified within thirty (30) days of the date of Independent Rural Health Clinic ownership
change. The existing contract will be automatically assigned to the new owner, and the new owner shall
then be required to execute a new contract with Medicaid as soon as possible after the change of
ownership, but in no event later than thirty (30) days after the new owner receives notification of Medicare
certification. If the new owner fails to execute a new contract with Medicaid within this time period, then
this contract shall terminate.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. Rule effective
October 1, 1982. Effective date of this amendment is May 13, 1993.

Rule No. 560-X-8-.05. Medicare Deductible and Coinsurance

Deductible and/or Co-insurance will be reimbursed up to the full amount of the Medicaid encounter rate.

Author: Carol Akin, Associate Director, Clinic/Ancillary Services

Statutory Authority: State Plan, Title XIX, Social Security Act; 42 C.F.R. Section 405.2425.
History: Rule effective October 1, 1982. Amended October 13, 1987. Amended: Filed January 18,
2002; effective April 18, 2002.

Rule No. 560-X-8-.06. Copayment (Cost-Sharing)

(2) Medicaid and Medicare/Medicaid related recipients are required to pay and independent
rural health clinics are required to collect the established copayment amount for each clinic encounter.

(2) The cost-sharing requirement does not apply to services provided for the following:
€) Recipients under 18 years of age;
(b) Emergencies;
(c) Pregnancy;
(d) Family Planning; and
(e) Nursing home residents.
3) A provider may not deny services to any eligible individual on account of the individual's

inability to pay the copayment amount.

Authority: 42 C.F.R. Section 447.50, Section 447.53, Section 447.55, et seq.; State Plan, Attachment
4.18-A. Rule effective June 8, 1985. Effective date of this amendment is May 13, 1993.

Rule No. 560-X-8-.07. Billing Recipients

(2) A provider agrees to accept as payment in full the amount paid by the State, plus any
copayment amount required to be paid by the recipients, for covered items and further agrees to make no
additional charge or charges for covered items to the recipient.

(2) A provider may bill the recipient for the copayment amount and for noncovered Medicaid
services.

3) A provider may not deny services to any eligible individual on account of the individual's
inability to pay the copayment amount.

Authority: 42 C.F.R. Section 447.15; State Plan, Attachment 4.18-A. Rule effective June 8, 1985.
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Rule No. 560-X-9-.01. Independent Laboratory Services- General

1. The Alabama Medicaid Agency will pay for services provided by independent laboratories that are
enrolled by contract under the following conditions:

a. The services must be medically necessary.

b. The patient must be eligible for Medicaid at the time the services are rendered.

Authority: State Plan; Title XIX, Social Security Act; and 42 C.F.R. Section 440.30. Rule effective
October 1, 1982. Amended June 5, 1983, July 9, 1984, October 15, 1990, January 15, 1991. Effective
date of this amendment October 13, 1998.

Rule No. 560-X-9-.02. Covered Services

1. Laboratory services are professional and technical laboratory services - (a) ordered and provided by
or under the direction of a physician or other licensed practitioner of the healing arts within the scope
of his practice as defined by state law; (b) ordered by a physician but provided by a referral
laboratory; (c) provided in an office or similar facility other than a hospital outpatient department or
clinic; and (d) provided by a laboratory that meets the requirements for participation in Medicare.

a. Laboratory services are restricted to those that are described by procedures in the CPT
manual (80000 series) or one of the locally assigned HCPCS codes used only by Medicaid to
supplement the listing in the CPT manual.

b. Providers will be paid only for covered services which they are certified to perform and which
they actually perform.

c. Physicians who send specimens to independent laboratories for analysis, and laboratories
that provide specimen collection services for referral to other laboratories, may bill a
collection fee. This fee shall not be paid to any provider that has not actually collected the
specimen from the patient.

Routine venipuncture for collection of laboratory specimens may be billed only when sending blood
specimens to another site for analysis. The collection fee may not be billed if the lab work is done at the
same site the specimen was drawn, or in a lab owned, operated, or financially associated with the site in
which the specimen was drawn.

Author: Lynn Sharp, Associate Director, Policy Development Unit

Statutory Authority: State Plan; Title XIX, Social Security Act; and 42 CFR, Section 440.30.
History: Rule effective October 1, 1982. Amended October 15, 1990; January 15, 1991; October 13,
1998.

Amended: Filed September 21, 2000; effective December 11, 2000
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Rule No. 560-X-9-.03. Participation Requirements

1. Independent laboratories must meet the following requirements for participation in the Alabama
Medicaid program:

a.

bl ()]

s Q@

]

k.

Be certified for participation with Medicare.
Have a valid CLIA certification (i.e., clinical labs).

Have a Physician’s Supervisory Certification and utilize certified technicians for ultrasounds,
Doppler services, and non-invasive peripheral vascular studies (i.e., physiological labs).

Must be independent of any hospital, clinic, or physician’s office.

Be licensed in the state where located, when it is required by that state.
Submit to routine audits by Medicaid.

Complete an application with all required attachments.

Sign a provider agreement.

Sign a Direct Deposit Authorization.

Sign a Civil Rights Statement of Compliance.

Effective date of enrollment will be the date of issuance of license. If

licensure is not required in the state of residence, the effective date of enroliment will be the date of CLIA
certification. However, providers who request enroliment more than 120 days after the above applicable
date will be enrolled on the first day of the month the request for enroliment is received.

Author: Ginger Collum, Program Manager, Clinic/Ancillary Services

Statutory Authority: State Plan; 42 C.F.R Section 440.30; 493.2; Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended October 15, 1990, January 15, 1991, October 13,
1998. Amended: Filed December 17, 2001, effective March 15, 2002.

Rule No. 560-X-9-.04. Reserved

Rule No. 560-X-9-.05. Reserved

Rule No. 560-X-9-.06. Claims Filing Guidelines

1. For time limits on claims submission;-refer to the Medicaid Provider Manual, Independent Laboratory

chapter.

2. Claims for lab services must contain a valid diagnosis code.

3. Claims submitted must contain the provider number of the lab that actually performed the service.
Claims must not be submitted using any other provider's number, such as the provider number of the
referring physician or hospital.

9-2
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4. All organ and disease oriented panels must include the tests listed with no substitutions. If only part
of the tests included in a defined panel are performed, the panel code should not be reported. If
additional tests to those indicated in a panel are performed, those tests should be reported separately
in addition to the panel code. If two panels overlap, the physician or laboratory will be required to
unbundle one of the panels and bill only for the tests that are not duplicative.

Author: Lynn Sharp, Associate Director, Policy Development Unit

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 CFR, Section 405.401, et seq.
History: Rule effective October 13, 1998. Amended: Filed September 21, 2000; effective December
11, 2000.

Rule No. 560-X-9-.07. Reserved

Rule No. 560-X-9-.08. Third Party Payment Procedures

For guidelines on submitting claims to Medicaid when a third party is involved, refer to the Medicaid
Provider Manual, Independent Laboratory chapter.

Author: Lynn Sharp, Associate Director, Policy Development Unit
Statutory Authority: State Plan; Title XIX, Social Security Act; 42 CFR, Section 401, et seq.

History: Rule effective October 13, 1998. Amended: Filed September 21, 2000; effective December
11, 2000.

Rule No. 560-X-9-.09. Sending Bills and Statements to Medicaid Recipients

1. Providers should not send recipients bills or statements for covered services once the recipient has
been accepted as a Medicaid patient.

2. Providers may send a notice to the recipient stating their claim is still outstanding if the notice
indicates in bold letters, “THIS IS NOT A BILL".

3. Providers are responsible for follow-up with the fiscal agent or Medicaid on any billing problems or
unpaid claims.

4. Providers agree to accept the amount paid by Medicaid as payment in full.

5. Recipients are not responsible for the difference between charges billed and the amount paid by
Medicaid for covered services.

6. Recipients may be billed only for the allowable copayment amount, for services not covered by
Medicaid, or when benefits have been exhausted.

7. Providers may not deny services to any eligible recipient due to the recipient’s inability to pay the
allowable copayment amount.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Sections 447.15, 447.50, 447.55. Rule
effective October 13, 1998.
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Rule No. 560-X-9-.10. Reserved

Rule No. 560-X-9-.11. Reserved

Rule No. 560-X-9-.12. Non-Covered Services

Medicaid will not pay packing and handling charges for referred laboratory services. Payment for referred
tests will be made to the referred laboratory only at the normal rate. This policy shall be monitored
through postpayment review by Medicaid.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 440.30, & 440.50; Deficit
Reduction Act of 1984. Rule effective October 1, 1982. Amended November 11, 1985, January 8, 1986,
October 15, 1990, January 15, 1991, October 13, 1992. Effective date of this amendment October 13,
1998.
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Chapter 10 Long Term Care

Rule No. 560-X-10-.01. Definitions.

(1) Nursing Facility - An institution which is primarily engaged in providing nursing care and
related services for residents who require medical and nursing care, rehabilitation services for the
rehabilitation of injured, disabled or sick persons, or on a regular basis health related care and services to
individuals who because of their mental or physical condition require care and services which may be
made available to them only through institutional facilities. A facility may not include any institution that is
for the care and treatment of mental disease except for services furnished to individuals age 65 and over.

(2) Intermediate Care Facility for the Mentally Retarded (ICF/MR) - An institution that is
primarily for the diagnosis, treatment or rehabilitation of the mentally retarded or persons with related
conditions and provides in a protected residential setting, ongoing evaluations, planning, 24 hour
supervision, coordination and integration of health or rehabilitative services to help each individual
function at their greatest ability.

(3) Institution for Mental Disease (IMD) —
(&) An institution that is licensed as a mental institution; or
(b) More than fifty percent (50%) of the patients are receiving care because of disability in
functioning resulting from a mental disease. Mental diseases are those listed under the heading of
Mental Disease in the Diagnostic and Statistical Manual of Mental Disorders, Current Edition,
International Classification of Diseases, adopted for use in the United State (ICD 9) or its successors,
except for mental retardation.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; and 42 C.F.R. Section 431.1, et seq.,
Section 483.5 and Section 435.1009.

History: Rule effective October 1, 1982. Rule amended December 18, 1986. Emergency rule effective
October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003; effective September
15, 2003.

Rule No. 560-X-10-.02. Long Term Care Program - General.

(2) The Medical Assistance (Title XIX) Plan for Alabama provides for medically necessary
nursing facility services, rendered in a facility which meet the licensure requirements of the Department of
Public Health and the certification requirements of Title XIX and XVIIII of the Social Security Act and
complies with all other applicable state and federal laws and regulations and with accepted professional
standards and principles that apply to professionals providing services.

(2)  Nursing facilities must be administered in a manner that enables them to use their
resources effectively and efficiently to attain or maintain the highest practicable physical, mental, and
psychosocial well-being of each resident.

(3)  Nursing facilities must comply with Title VI of the Civil Rights Act of 1964, the Federal Age
Discrimination Act, Section 504 of the Rehabilitation Act of 1973 and with the Disabilities Act of 1990.

(4)  Nursing facilities must maintain identical policies and practices regarding transfer,
discharge and covered services for all residents regardless of source of payment.

(5) Nursing facilities must have all beds in operation certified for Medicaid participation.

January 2009 10-1



Chapter 10 Long Term Care

(6) Nursing facilities must be certified for Medicare Title XVIII as a condition of participation in
the Alabama Medicaid Program.

(7)  For nursing facilities participating in Medicaid two agreements must be made by
representatives of the nursing facilities. These agreements outline the methods by which nursing facility
care is rendered to Medicaid patients. These two documents are entitled Provider Agreement and
Nursing Facility/Resident Agreement.

(&) The Provider Agreement is executed between the nursing facility and the Alabama
Medicaid Agency and details the requirements imposed on each party to the agreement. It is also the
document which requires the execution of the Nursing Facility/Resident Agreement.

(b) The Nursing Facility/Resident Agreement is executed between the nursing facility
representative and the patient or his personal representative and details the requirements imposed on
each party to the agreement. This agreement must be executed for each resident on admission and
annually thereafter. If the liability amount changes for the resident or if there are policy changes, the
agreement must be signed and dated as these changes occur. Two copies of the agreement will be
prepared; one shall be given to the resident or personal representative and one shall be retained by the
nursing facility.

(8) Nursing facilities shall accept as payment in full, those amounts paid for covered services
in accordance with the State Plan.

(9)  Nursing facilities must not require a third party guarantee of payment to the facility as a
condition of admission, or expedited admission, or continued stay in the facility. Nursing facilities may
require an individual who has legal access to a resident's income or resources available to pay for nursing
facility care, to sign a contract, without incurring personal financial liability, to provide facility payment from
the resident's income or resources.

Author: Dittra S. Graham, Administrator, LTC Program Management.

Statutory Author: State Plan; Title XIX, Social Security Act; and 42 C.F.R. Section 401, et seq., Section
483.75.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.03. Enrollment and Participation.

(1)  All nursing facilities that desire to enroll and participate in the Alabama Title XI1X Medicaid
nursing facility program and to receive Medicaid payment for services provided for Medicaid residents
must meet the following requirements:

(a) Possess certification for Medicare Title XVIII.
(b) Submit a budget to the Alabama Medicaid Agency Provider Reimbursement Division
for the purpose of establishing a per diem rate.

(2) Execute a Provider Agreement with Medicaid.
(3) Execute a Nursing Facility/Resident Agreement with Medicaid residents.

Author: Dittra S. Graham, Administrator, LTC Program Management.

Statutory Author: State Plan; Title XIX, Social Security Act; and 42 C.F.R. Section 401, et seq.,
Medicare Catastrophic Coverage Act of 1988 (Public Law 100-360).

History: Rule effective October 1, 1982. Rule amended June 16, 1989. Emergency rule effective
October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003; effective September
15, 2003.
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Rule No. 560-X-10-.04. Covered and Noncovered Services.

(1) Services included in basic (covered) nursing facility charges.

(&) All nursing services to meet the total needs of the resident including treatment and
administration of medications ordered by the physician.

(b) Personal services and supplies for the comfort and cleanliness of the resident. These
include assistance with eating, dressing, toilet functions, baths, brushing teeth, combing hair, shaving and
other services and supplies necessary to permit the resident to maintain a clean, well-kept personal
appearance such as hair hygiene supplies, comb, brush, bath soap, disinfecting soaps or specialized
cleansing agents when indicated to treat special skin problems or to fight infection, razors, shaving
cream, toothbrush, toothpaste, denture adhesive, denture cleanser, dental floss, moisturizing lotion,
tissues, cotton balls, cotton swabs, deodorant, incontinence supplies, sanitary napkins and related
supplies, towels, washcloths, hospital gowns, hair and nail hygiene services, bathing, basic personal
laundry and incontinence care.

(c) Room (semiprivate or ward accommodations) and board, including special diets and
tubal feeding necessary to provide proper nutrition. This service includes feeding residents unable to
feed themselves.

(d) All services and supplies for incontinent residents, including linen savers and diapers.

(e) Bed and bath linens.

(H Nursing and treatment supplies as ordered by the resident's physician or as required
for quality nursing care. These include, but are not limited to, needles, syringes, catheters, catheter trays,
drainage bags, indwelling catheters, enema bags, normal dressing, special dressings (such as ABD pads
and pressure dressings), intravenous administration sets, and normal intravenous fluids (such as glucose,
D5W, D10W).

(g) Safety and treatment equipment such as bed rails, standard walkers, standard
wheelchairs, intravenous administration stands, suction apparatus, oxygen concentrators and other items
generally provided by nursing facilities for the general use of all residents.

(h) Materials for prevention and treatment of bed sores.

(i) Medically necessary over-the-counter (non-legend) drug products ordered by a
physician, with the exception of over-the-counter insulin covered under the Pharmacy program. Generic
brands are required unless brand name is specified in writing by the attending physician.

() Laundry services of personal apparel.

(2)  Special (noncovered) services not ordinarily included in basic nursing facility charges.
These services, drugs, or supplies may be provided by the nursing facility or by arrangement with other
vendors by mutual agreement between the resident, or their personal representative and the nursing
facility.
(a) Prosthetic devices, splints, crutches, and traction apparatus for individual residents.
(b) If payment is not made by Medicare or Medicaid, the facility must inform the
resident/personal representative that there will be a charge, and the amount of the charge. Listed below
are general categories and examples of items:
1. Telephone;
2. Television/radio for personal use;
3. Personal comfort items, including smoking materials, notions and novelties, and
confections;
4. Cosmetic and grooming items and services in excess of those for which payment
is made under Medicaid or Medicare;
Personal clothing;
Personal reading matter;
Gifts purchased on behalf of a resident;
Flowers and plants;
Social events and entertainment offered outside the scope of the required

©Co~NoO

activities program;

10. Noncovered special care services such as privately hired nurses or aides;

11. Private room, except when therapeutically required (for example: isolation for
infection control).
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12. Specially prepared or alternative foods request instead of the food generally
prepared by the facility;
13. Beauty and barber services provided by professional barbers and beauticians.
(c) Services of licensed professional physical therapist.
(d) Routine dental services and supplies.
(e) Tanks of oxygen.

(3)  Other services are provided by Medicaid under separate programs, including prescription
drugs as listed in the Alabama Drug Code Index, hospitalization, laboratory and x-ray services, and
physician services.

Author: Laura Walcott, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; and 42 C.F.R. Section 401, et seq.
History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Effective date of
this amendment February 13, 1991. Emergency rule effective September 6, 1991. Amended:
December 12, 1991 and April 14, 1994. Amended: Filed June 20, 2003; effective September 15, 2003.
Amended: Filed April 20, 2005; effective July 15, 2005.

Rule No. 560-X-10-.05. Reservation of Beds.

(1) Payment for Reservation of Beds in Long Term Care Facilities.

(&) Neither Medicaid patients, nor their families, nor their sponsor, may be charged for
reservation of a bed for the first four days of any period during which a Medicaid patient is temporarily
absent due to admission to a hospital. Prior to discharge of the patient to the hospital, the patient, the
family of the patient or the sponsor of the patient is responsible for making arrangements with the nursing
home for the reservation of a bed and any costs associated with reserving a bed for the patient beyond
the covered four day hospital stay reservation period. The covered four day hospital stay reservation
policy does not apply to:

1. Medicaid-eligible patients who are discharged to a hospital while their nursing
home stay is being paid by Medicare or another payment source other than Medicaid;

2. Any non-Medicaid patients;

3. A patient who has applied for Medicaid but has not yet been approved; provided
that if such a patient is later retroactively approved for Medicaid and the approval period includes some or
all of the hospital stay, then the nursing home shall refund that portion of the bed hold reservation charge
it actually received from the patient, family of the patient or sponsor of the patient for the period that would
have been within the four covered days policy; or

4. Medicaid patients who have received a notice of discharge for non-payment of
service.

(2)  Upon entering the hospital or the resident being placed on therapeutic leave, a nursing
facility must provide to the resident and a family member or legal representative written notice which
specifies the duration of the bed-hold policy. The bed-hold policy specifies when a resident is permitted
to return and resume residence in the nursing facility.

(3) When a nursing facility is contacted by the hospital notifying them that the resident is ready
for release, within the four day bed-hold period, the nursing facility must allow the resident to return to
their facility before the bed-hold period expires provided the resident is an appropriate placement for
nursing facility care and the nursing facility provides the type of services that meets the needs of the
resident. The nursing facility must have documented verifiable evidence in the resident’s medical record
to indicate that there has been a significant change in the resident’s condition from the time of admission
to the nursing facility until the time of discharge to the hospital and why the nursing facility can no longer
meet the needs of the resident. When there is a significant change in a resident’s condition, the nursing
facility must begin to arrange for appropriate placement for the resident prior to transferring the resident to
the hospital. If there is documented evidence in the medical record that the nursing facility is refusing to
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re-admit a resident without valid cause as determined by the Alabama Medicaid Agency, the facility’s
provider agreement will be terminated until an acceptable plan of correction is received from the nursing
facility. Any loss of nursing facility payment during the time that the nursing facility contract is terminated
will not be considered a reimbursable Medicaid cost.

(4) A nursing facility or ICF/MR must establish and follow a written policy under which a
resident who has been hospitalized or who exceeds therapeutic leave or bed-hold policy is readmitted to
the facility immediately upon the first available bed in a semi-private room if the resident requires the
services provided by the facility.

(5) Four day bed-hold. If a nursing facility refuses to take a resident back who has been
released from the hospital during the four day bed-hold period, provided the resident is an appropriate
placement for nursing facility care and the nursing facility provides the type of services capable of
meeting the resident’s needs, Medicaid may terminate the facility’s provider agreement for failing to
adhere to the rules set forth in the federal and state bed-hold policy until an acceptable plan of correction
is received from the nursing facility. The Alabama Medicaid Agency will determine if the nursing facility
has followed the rules set forth in the federal and state bed-hold policies. Any loss of nursing facility
payment during the time that the nursing facility contract is terminated will not be considered a
reimbursable Medicaid cost.

Author: Samantha McLeod, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan Attachment 4.19-C; Title XIX, Social Security Act; and 42 CFR Section
483.12.

History: Rule effective October 1, 1982. Amended October 1, 1990, and February 13, 1991.

Amended: Filed July 20, 1999; effective October 12, 1999. Amended: Filed

May 22, 2000; effective August 11, 2000. Amended: Filed December 17, 2001; effective March 15,
2002. Amended: Filed June 20, 2003; effective September 15, 2003. Amended: Filed March 20, 2008;
effective June 18, 2008.

Rule No. 560-X-10-.06. Therapeutic Leave

(1) Payments to nursing facilities may be made for therapeutic leave visits to home, relatives,
and friends for up to six days per calendar quarter. A therapeutic leave visit may not exceed three days.
Visits may not be combined to exceed the three day limit.

(2) Payments to ICF/MR facilities for therapeutic visits are limited to 14 days per calendar
month.

(3) The nursing facility must ensure that each therapeutically indicated visit by a patient to
home, relatives, or friends is authorized and certified by a physician.

(4) Medicaid shall not be responsible for the record keeping process involving therapeutic
leave.

(5) A nursing facility must provide written notice to the resident and a family member or legal
representative of the above specifying the Medicaid policy upon a resident taking therapeutic leave and at
the time of transfer of a resident to a hospital.

Author: Marilyn F. Chappelle, Director, Long Term Care Division.

Statutory Authority: State Plan; Title XIX, Social Security Act; and 42 CFR Section 401, et seq., Section
483.12.

History: New Rule: Filed June 20, 2003; effective September 15, 2003. Amended: Filed August 21,
2006; effective December 13, 2006.
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Rule No. 560-X-10-. 07. Review of Medicaid Residents.

(1) The Alabama Medicaid Agency or its designated agent will perform a review of Medicaid
nursing home or ICF/MR facility residents’ records to determine appropriateness of admission.

(&) A nursing facility provider that fails to provide the required documentation or additional
information for audit reviews as requested by the Alabama Medicaid Agency Long Term Care
Admissions/Records Unit within ten working days from receipt of the certified letter shall be charged a
penalty of one hundred dollars per recipient record per day for each calendar day after the established
due date unless an extension request has been received and granted. The penalty will not be a
reimbursable Medicaid cost. The Associate Director of the Long Term Care Admissions/Records Unit
may approve an extension for good cause. Requests for an extension should be submitted in writing by
the nursing facility Administrator to the Associate Director of the Long Term Care Admissions/Records
Unit with supporting documentation.

Author: Marilyn F. Chappelle, Director, Long Term Care Division.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 CFR Section 401, et seq., Section
435.1009 and Section 456.1.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003. Amended: Filed August 21,
2006; effective December 13, 2006.

Rule No. 560-X-10-.08. Physician Certification.

(1) A physician must perform the specific physician services required by state and federal law.

(2) A physician is defined in Section 1861R of the Social Security Act as a doctor of medicine
or osteopathy legally authorized to practice medicine and surgery in the state in which he is performing
services.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Section 1861R and Title XIX, Social Security Act; 42 C.F.R. Section
401, et seq. and Section 491.2.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.09. Reimbursement and Payment Limitations.

(1) Reimbursement will be made in accordance with Chapter 22, Alabama Medicaid
Administrative Code.

(2) Each nursing facility shall have a payment rate assigned by Medicaid. The patient's
available monthly income minus an amount designated for personal maintenance (and in some cases
amounts for needy dependents and health insurance premiums) is first applied against this payment rate
and Medicaid then pays the balance.

(8) The nursing facility may bill the resident for services not included in the per diem rate
(noncovered charges) as explained in this chapter.

(b) Actual payment to the facility for services rendered is made by the fiscal agent for
Medicaid in accordance with the fiscal agent billing manual.

(3) Residents with Medicare Part A.

(a) Medicaid may pay the Part A coinsurance for the 21st through the 100th day for
Medicare/Medicaid eligible recipients who qualify under Medicare rules for skilled level of care.
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(b) An amount equal to that applicable to Medicare Part A coinsurance, but not greater
than the facility's Medicaid rate will be paid for the 21st through the 100th day. No payment will be made
by Medicaid for nursing care in a nursing facility for the first 20 days of care for recipients qualified under
Medicare rules.

(c) Nursing facilities must assure that Medicaid recipients eligible for Medicare Part A
benefits first utilize Medicare benefits prior to accepting a Medicare/Medicaid recipient as a Medicaid
resident.

(d) Residents who do not agree with adverse decisions regarding level of care
determinations by Medicare should contact the Medicare fiscal intermediary.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 442.1, et seq., Section
431.151, et seq. and Section 481.1, et seq.

History: Rule effective October 1, 1982. Emergency rule effective July 22, 1988. Amended October 12,
1988. Emergency rule effective October 1, 1990. Amended February 13, 1991; March 13, 1992.
Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.10. Admission Criteria.

(1)  Guidelines for nursing facility admission criteria: The principal aspect of covered care
relates to the care rendered. The controlling factor in determining whether a person is receiving covered
care is the medical supervision that the resident requires. Nursing facility care provides physician and
nursing services on a continuing basis. The nursing services are provided under the general supervision
of a licensed registered nurse. An individual may be eligible for care under the following circumstances:

(&) The physician must state "I certify” need for admission and continuing stay.

(b) Nursing care is required on a daily basis.

(c) Nursing services are required that as a practical matter can only be provided in a
nursing facility on an inpatient basis.

(d) Nursing service must be furnished by or under the supervision of an RN and under the
general direction of a physician.

(2) Listed below, but not limited to, are specific services that a resident requires on a regular
basis: (Resident must meet at least two criteria.)

(&) Administration of a potent and dangerous injectable medication and intravenous
medications and solutions on a daily basis or administration of routine oral medications, eye drops, or
ointment.

(b) Restorative nursing procedures (such as gait training and bowel and bladder training)
in the case of residents who are determined to have restorative potential and can benefit from the training
on a daily basis.

(c) Nasopharyngeal aspiration required for the maintenance of a clear airway.

(d) Maintenance of tracheostomy, gastrostomy, colostomy, ileostomy and other tubes
indwelling in body cavities as an adjunct to active treatment for rehabilitation of disease for which the
stoma was created.

(e) Administration of tube feedings by naso-gastric tube.

(f) Care of extensive decubitus ulcers or other widespread skin disorders.

(g) Observation of unstable medical conditions required on a regular and continuing basis
that can only be provided by or under the direction of a registered nurse.

(h) Use of oxygen on a regular or continuing basis.

(i) Application of dressing involving prescription medications and aseptic techniques
and/or changing of dressing in noninfected, post operative, or chronic conditions.

() Comatose patient receiving routine medical treatment.
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(3) The above criteria will be applied to all admissions to a nursing facility with the exception of
Medicaid residents who have had no break in institutional care since discharge from a nursing home.
These residents need to meet only one of the above criteria.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; P.L. 92-603 and P.L. 98-369; 42 C.F.R.
435.1009 and Section 456.1.

History: Rule effective October 1, 1982. Amended February 8, 1984 and December 6, 1984.
Emergency rule effective October 1, 1990, Amended February 13, 1991, and August 12, 1993.
Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.11. Establishment of Medical Need.

(1)  Application of Medicare Coverage:
(&) Nursing facility residents, either through age or disability, may be eligible for Medicare
coverage up to 100 days.
(b) Nursing facilities must apply for eligible Medicare coverage prior to Medicaid
coverage.
(c) Nursing facilities cannot apply for Medicaid eligibility for a resident until Medicare
coverage is discontinued.

(2)  Periods of Entitlement.

(&) The earliest date of entitlement for Medicaid is the first day of the month of application
for assistance when the applicant meets all requirements for medical and financial eligibility.

(b) An exception to (a) above, is retroactive Medicaid coverage. An individual who has
been living in the nursing facility prior to application and has unpaid medical expenses during that time
can seek retroactive Medicaid coverage for up to three months prior to financial application if the
individual meets all financial and medical eligibility requirements during each of the three prior months.

(c) For a determination of medical eligibility for retroactive Medicaid coverage to be
made, the nursing facility should furnish the Long Term Care Admissions/Records Unit with the Form
MED-54, attaching all physician's orders, physician's progress notes, and nurse's notes for the period of
time in question.

(3) Resident Records
(&) Medicaid Long Term Care Admissions/Records Unit monitors the admission and
discharge system and maintains a record for each active patient in the nursing facility.
(b) Afile is kept for six (6) years on each resident.

(4) The Medicaid Agency has delegated authority for the initial level of care determination to
long term care providers. Medicaid maintains ultimate authority and oversight of this process.
(&) The process to establish medical need includes medical and financial eligibility
determination.
1. The determination of level of care will be made by an RN of the nursing facility
staff.
2. Upon determination of financial eligibility the provider will submit required data
electronically to Medicaid’s fiscal agent to document dates of service to be added to the LTC file.
(b) All Medicaid certified nursing facilities are required to accurately complete and
maintain the following documents in their files for Medicaid retrospective reviews.
1. New Admissions

0] Medicaid Patient Status Notification (Form 199).

(i) Form XIX LTC-9. If criterion unstable medical condition is one of the
established medical needs the provider must maintain supporting documentation of the unstable condition
requiring active treatment in the 60 days preceding admission.

(i) A fully completed Minimum Data Set.
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(iv)  PASRR screening information.
2. Readmissions
() Medicaid Patient Status Notification (Form 199).
(i)  Updated PASRR screening information as required.

(c) All Medicaid certified nursing facilities for individuals with a diagnosis of Ml are
required to maintain the following documents in their files. These documents support the medical need
for admission or continued stay.

1. New Admissions

0] Medicaid Patient Status Notification (Form 199).
(i)  Form XIX LTC-9.

(d) All Medicaid certified ICF/MR facilities are required to complete and maintain the
following documents in their files for Medicaid retrospective reviews. These documents support the
ICF/MR level of care needs.

1. New Admissions.

() A fully completed Medicaid Patient Status Notification (Form 199).

(i)  Afully completed ICF/MR Admission and Evaluation Data (Form XIX-LTC-
18-22).

(i)  The resident’s physical history.

(iv)  The resident’s psychological history.

(v)  The resident’s interim rehabilitation plan.

(vi) A social evaluation of the resident.

2.  Readmissions

0] Medicaid Patient Status Notification (Form 199).

(i) ICF/MR Admission and Evaluation Form.

(e) Atotal evaluation of the resident must be made before admission to the nursing
facility or prior to authorization of payment.

1. Aninterdisciplinary team of health professionals, which must include the
resident’s attending physician, must make a comprehensive medical, social, and psychological evaluation
of the resident’s need for care. The evaluation must include each of the following medical findings; (a)
diagnosis; (b) summary of present medical, social, and developmental findings; (c) medical and social
family history; (d) mental and physical functional capacity; (e) prognosis; (f) kinds of services needed; (9)
evaluation of the resources available in the home, family, and community; and (h) the physician's
recommendation concerning admission to the nursing facility or continued care in the facility for residents
who apply for Medicaid while in the facility and a plan of rehabilitation where applicable. The assessment
document will be submitted with the LTC-9 on new admissions.

(H  All Medicaid certified nursing facilities will have a period of one year from the date of
service in which to bill for services. There is no timeliness penalty for submission of information to
establish service delivery dates.

(g) Authorization of eligibility by Medicaid physician

1. For all applications for which a medical eligibility cannot be determined, the
application should be submitted to the Medicaid Long Term Care Admissions/Records Unit. The
Alabama Medicaid Agency physician will review and assess the documentation submitted and make a
determination based on the total condition of the applicant. The physician will approve or deny medical
eligibility.

2. The LTC Admissions/Records Unit will issue a notice of denial for applications
which result in an adverse decision. This notice will include the applicant’s right to an informal conference
and/or a fair hearing.

3. The informal conference is a process which allows the recipient, sponsor, and/or
provider the opportunity to present additional information to the Medicaid physician for a review.

4. If the review results in an adverse decision, the patient and/or sponsor will be
advised of the patient’s right to a fair hearing (See Chapter 3). If the reconsideration determination
results in a favorable decision, the application will be processed.

(h) Authorization of level of care by nursing facility

1. The Alabama Medicaid Agency will conduct a retrospective review on a monthly
basis of a 10% sample of admissions and re-admissions to nursing facilities to determine the
appropriateness of the admission and re-admission to the nursing facility. This review includes whether
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appropriate documentation is present and maintained and whether all state and federal medical necessity
and eligibility requirements for the program are met.

2. Anursing facility provider that fails to provide the required documentation or
additional information for audit reviews as requested by the Alabama Medicaid Agency Long Term Care
Admissions/Records Unit within ten working days from receipt of the certified letter shall be charged a
penalty of one hundred dollars per recipient record per day for each calendar day after the established
due date unless an extension request has been received and granted. The penalty will not be a
reimbursable Medicaid cost. The Associate Director of the Long Term Care Admissions/Records Unit
may approve an extension for good cause. Requests for an extension should be submitted in writing by
the nursing facility Administrator to the Associate Director of the Long Term Care Admissions/Records
Unit with supporting documentation.

3. The Alabama Medicaid Agency will initiate recoupment of payment for services
when it determines that state and federal medical necessity and eligibility requirements are not met.

4. The Alabama Medicaid Agency may seek recoupment from the nursing facility for
other services reimbursed by Medicaid for those individuals whom Medicaid determines would not have
been eligible for nursing facility care or Medicaid eligibility but for the certification of medical eligibility by
the nursing facility.

Author: Marilyn F. Chappelle, Director, Long Term Care Division.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 CFR Section 401.101-401.625, 42
CFR Section 435.900-435.1011, ,et seq.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Rule amended
February 13, 1991, and August 14, 1991. Amended: Filed June 20, 2003; effective September 15,
2003. Amended: Filed August 21, 2006; effective December 13, 2006.

Rule No. 560-X-10-.12. Utilization Review for ICF/MR.

(1) The Utilization Review function in the ICF/MR facilities is the responsibility of Medicaid or
its designee.
(a) The Utilization Review function in the ICF/MR facility will be a facility based review
carried out by DMH/MR.
(b) DMH/MR will provide Medicaid with a written Utilization Review Plan. The Utilization
Review Plan must include:
1. A written description of who will perform the Utilization Review.
2. At least one team member will be knowledgeable in the treatment of this type
resident (Qualified Mental Retardation Professional).
3. The Utilization Review team may not include any individual who:
0] Is directly responsible for the care of the recipient whose case is being
reviewed;
(i) Is employed by the ICF/MR

(i)  Has afinancial interest in any ICF/MR
The facility staff will provide necessary administrative support to the review team.
The review team will review each resident for the necessity of continued stay.
Certification must be made at the time of admission.
Recertification must be made at least every 12 months after certification in an
institution for the mentally retarded or persons with related conditions.

(c) DMH/MR will provide Medicaid with a semi-annual report of utilization reviews carried
out in the ICF/MR's.

No gk

Author: Dittra S. Graham, Administrator, LTC Program Management Unit
Statutory Authority: State Plan; Title XIX, Social Security Act; P.L. 92-603; 42 C.F.R. Section 401, et
seq.
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History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Rule amended
February 13, 1991, August 14, 1991, and January 14, 1994. Amended: Filed June 20, 2003; effective
September 15, 2003.

Rule No. 560-X-10-.13. Resident Medical Evaluation.

(1) The admitting or attending physician must certify the necessity of admission of a resident
to an intermediate care facility and make a comprehensive medical evaluation, as described in Rule No.
560-X-10-.14. This evaluation will be maintained by the facility as part of the resident's permanent record.

(2) Each Medicaid resident in an intermediate care facility must have a written medical plan of
care established by his physician and periodically reviewed and evaluated by the physician and other
personnel involved in the individual's care.

(3)  For nursing facilities, the resident must be seen by a physician at least once every 30 days
for the first 90 days from admission, and at least once every 60 days thereafter.

(4)  The physician's care plan must include:

(a) Diagnosis.

(b) Symptoms and treatments.

(c) Complaints.

(d) Activities.

(e) Functional level.

() Dietary.

(g) Medications.

(h) Plans for continuing care and discharge as appropriate.
(i) Social services.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit

Statutory Authority: State Plan; Title XIX, Social Security Act; P.L. 92-603; 42 C.F.R. Section 401, et
seq.

History: New Rule Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.14. Resident Rights.

The resident has a right to a dignified existence, self-determination, and communication with and
access to persons and services inside and outside the facility. A facility must protect and promote the
rights of each resident, specified in 42 CFR 483.10.

(1) Exercise of rights.

(@) The resident has the right to exercise his or her rights as a resident of the facility and
as a citizen or resident of the United States.

(b) The resident has the right to be free of interference, coercion, discrimination, or
reprisal from the facility in exercising his or her rights.

(c) Inthe case of a resident adjudged incompetent by a court of competent jurisdiction,
the rights of the resident are exercised by the person appointed under State law to act on the resident's
behalf.

(2)  Notice of rights and services.

(a) The facility must inform the resident both orally and in writing in a language that the
resident understands of his or her rights and all rules and regulations governing resident conduct and
responsibilities during the stay in the facility. Such notification must be made prior to or upon admission
and during the resident's stay. Receipt of such information, and any amendments to it, must be
acknowledged in writing.
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(b) The resident has the right to inspect and purchase photocopies of all records
pertaining to the resident, upon written request and 48 hours notice to the facility.

(c) The resident has the right to be fully informed in language that he or she can
understand of his or her total health status, including but not limited to, his or her medical condition.

(d) The resident has the right to refuse treatment, and to refuse to participate in
experimental research.

(e) The facility must:

1. Inform each resident who is entitled to Medicaid benefits, in writing, at the time of
admission to the nursing facility or when the resident becomes eligible for Medicaid, of:

0] The items and services that are included in nursing facility services under
the State plan and for which the resident may not be charged.

(i)  Those other items and services that the facility offers and for which the
resident may be charged, and the amount of charges for those services; and

2. Inform each resident when changes are made to the items and services specified
in paragraphs (e)1.(i) and (ii) of this section.

() The facility must inform each resident before, or at the time of admission, and
periodically during the resident's stay, of services available in the facility and of charges for those
services, including any charges for services not covered under Medicaid and Medicare.

(g) The facility must furnish a written description of legal rights which includes:

1. A description of the manner of protecting personal funds, under paragraph (3) of
this section; and

2. A statement that the resident may file a complaint with the State survey and
certification agency concerning resident abuse, neglect, and misappropriation of resident property in the
facility.

(h) The facility must inform each resident of the name, specialty and way of contacting
the physician responsible for his or her care.

(i) The facility must prominently display in the facility written information, and provide to
residents and potential residents oral and written information about how to apply for and use Medicare
and Medicaid benefits, and how to receive refunds for previous payments covered by such benefits.

() Notification of changes.

1. Exceptin a medical emergency or when a resident is incompetent, a facility must
consult with the resident immediately and notify the resident's physician, and if known, the resident's legal
representative or interested family member within 24 hours when there is:

0] An accident involving the resident which results in injury.
(ii) A significant change in the resident's physical, mental, or psychosocial
status.
(i) A need to alter treatment significantly; or
(iv)  Adecision to transfer or discharge the resident from the facility as
specified in 42 C.F.R. Section 483.12(a).

2. The facility must also promptly notify the resident and, if known, the resident's
legal representative or interested family member when there is:

0] A change in room or roommate assignment as specified in 42 C.F.R.
Section 483.15(e)(2).

(i) A change in resident rights under Federal or State law or regulations as
specified in 42 C.F.R. Section 483.10(b)(1).

3. The facility must record and periodically update the address and phone number
of the resident's legal representative or interested family member.

(3) Protection of resident funds.

(a) The resident has the right to manage his or her financial affairs and the facility may
not require residents to deposit their personal funds with the facility.

(b) Management of personal funds. Upon written authorization of a resident, the facility
must hold, safeguard, manage and account for the personal funds of the resident deposited with the
facility, as specified below.

(c) Deposit of funds.

10-12 January 2009



Chapter 10 Long Term Care

1. Funds in excess of $50. The facility must deposit any resident's personal funds
in excess of $50 in an interest bearing account (or accounts) that is separate from any of the facility's
operating accounts, and that credits all interest earned on the resident's account to his or her account.

2.  Funds less than $50. The facility must maintain a resident's personal funds that
do not exceed $50 in a non-interest bearing account or petty cash fund.

(d) Accounting and records. The facility must establish and maintain a system that
assures a full and complete and separate accounting, according to generally accepted accounting
principles, of each resident's personal funds entrusted to the facility on the resident's behalf.

1. The system must preclude any commingling of resident funds with facility funds
or with the funds of any person other than another resident.

2. The individual financial record must be available on request to the resident or his
or her legal representative.

(e) Notice of certain balances. The facility must notify each resident that receives
Medicaid benefits:

1.  When the amount in the resident's account reaches $200 less than the SSI
resource limit for one person, as specified in Section 1611(a)(3)(B) of the Social Security Act; and

2. That, if the amount in the account, in addition to the value of the resident's other
nonexempt resources, reaches the SSI resource limit for one person, the resident may lose eligibility for
Medicaid or SSI.

() Conveyance upon death. Upon the death of a resident with a personal fund deposited
with the facility, the facility must convey promptly the resident's funds, and a final accounting of those
funds, to the individual administering the resident's estate.

(g) Assurance of financial security. The facility must purchase a surety bond, or provide
self-insurance to assure the security of all personal funds of residents deposited with the facility.

(h) Limitation on charges to personal funds. The facility may not impose a charge against
the personal funds of a resident for any item or service for which payment is made under Medicaid or
Medicare.

() Refer to Alabama Medicaid Administrative Code, Chapter 22 for further details.

(4) Free choice. The resident has the right to:
(&) Choose a personal attending physician.
(b) Be fully informed in advance about care and treatment and of any changes in that
care or treatment that may affect the resident's well-being; and
(c) Unless adjudged incompetent or otherwise found to be incapacitated under the laws
of the State, participate in planning care and treatment or changes in care and treatment.

(5) Privacy and confidentiality. The resident has the right to personal privacy and
confidentiality of his or her personal and clinical records.

(a) Personal privacy includes accommodations, medical treatment, written and telephone
communications, personal care, visits, and meetings of family and resident groups, but this does not
require the facility to provide a private room.

(b) The resident may approve or refuse the release of personal and clinical records to any
individual outside the facility, except that the resident's right to refuse release of personal and clinical
records does not apply when:

1. The resident is transferred to another health care institution; or
2. Record release is required by law or third-party payment contract.

(6) Grievances. A resident has the right to:
(a) Voice grievances with respect to treatment or care that is or fails to be furnished,
without discrimination or reprisal for voicing the grievances.
(b) Prompt efforts by the facility to resolve grievances the resident may have, including
those with respect to the behavior of other residents.

(7)  Examination of survey results. A resident has the right to:
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(a) Examine the results of the most recent survey of the facility conducted by Federal or
State surveyors and any plan of correction in effect with respect to the facility. The results must be
posted by the facility in a place accessible to residents; and

(b) Receive information from agencies acting as client advocates, and be afforded the
opportunity to contact these agencies.

(8) Work. The resident has the right to:

(a) Refuse to perform services for the facility.

(b) Perform services for the facility, if he or she chooses, when:
1. The facility has documented the need or desire for work in the plan of care;
2. The plan specifies the nature of the services performed and whether the services

are voluntary or paid;

3. Compensation for paid services is at or above prevailing rates; and
4. The resident agrees to the work arrangement described in the plan of care.

(9) Mail. The resident has the right to privacy in written communications, including the right to:
(a) Send and receive mail promptly that is unopened; and
(b) Have access to stationery, postage and writing implements at the resident's own
expense.

(10) Access and Visitation Rights.

(&) The resident has the right and the facility must provide immediate access to any
resident by the following:

1. Any representative of the Department of Health and Human Services.

2. Any representative of the State.

3. The resident's individual physician.

4. The State long term care ombudsman (established under _307(a)(12) of the
Older Americans Act of 1965).

5. The agency responsible for the protection and advocacy system for
developmentally disabled individuals (established under part C of the Developmental Disabilities
Assistance and Bill of Rights Act).

6. The agency responsible for the protection and advocacy system for mentally ill
individuals (established under the Protection and Advocacy for Mentally Il Individuals Act).

7. Subject to the resident's right to deny or withdraw consent at any time, immediate
family or other relatives of the resident; and

8. Subject to reasonable restrictions and the resident's right to deny or withdraw
consent at any time, others who are visiting with the consent of the resident.

(b) The facility must provide reasonable access to any resident by any entity or individual
that provides health, social, legal, or other services to the resident, subject to the resident's right to deny
or withdraw consent at any time.

(c) The facility must allow representatives of the State Long Term Care Ombudsman, to
examine a resident's clinical records with the permission of the resident or the resident's legal
representative, and consistent with State law.

(11) Telephone. The resident has the right to have regular access to the private use of a
telephone.

(12) Personal property. The resident has the right to retain and use personal possessions,
including some furnishings, and appropriate clothing, as space permits, unless to do so would infringe
upon the rights or health and safety of other residents.

(13) Married couples. The resident has the right to share a room with his or her spouse when
married residents live in the same facility and both spouses consent to the arrangement.
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(14) Self-Administration of Drugs. Each resident has the right to self-administer drugs unless
the interdisciplinary team, as defined by 42 C.F.R. Section 483.20(d)(2)(ii), has determined for each
resident that this practice is unsafe.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 442.311(A)-4 Section
405.1121 (K)-2 and Section 483.10. Omnibus Budget Reconciliation Act of 1987.

History: Rule effective October 1, 1982. Amended October 7, 1983; February 8, 1984; October 9, 1985;
and May 10, 1988. Emergency rule effective January 1, 1990. Amended April 17, 1990. Emergency rule
effective October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003; effective
September 15, 2003.

Rule No. 560-X-10-.15. Nursing Aide Training.

(1) A nursing facility must not use (on a full-time, temporary, per diem, or other basis) any
individual as a nurse aide in the facility on or after October 1, 1990, for more than four (4) months unless
the individual has completed a training and competency evaluation program, or a competency evaluation
program, approved by the State and is competent to provide nursing or nursing related services.

(2) The Alabama Department of Public Health will be responsible for the certification of the
Competency Evaluation programs and will establish and maintain a nurse aide registry.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq., Section
431, and Section 483. OBRA-87 Sections 4201(a) and 4211(a); OBRA-89 Section 6901(b).

History: Rule effective October 1, 1982. Amended September 8, 1983. Emergency rule effective
October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003; effective September
15, 2003.

Rule No. 560-X-10-.16. Preadmission Screening and Resident Review.

(1) Allindividuals seeking admission into a nursing facility must be evaluated to determine if
there is an indication of mental iliness, mental retardation, or a related condition and if the individual's
care and treatment needs can most appropriately be met in the nursing facility or in some other setting.

(2) A Level | screening document (LTC-14) must be completed in its entirety on each person
applying for admission to a nursing facility. This document will be completed by the referral source, such
as the attending physician or the referring agency/hospital.

(3) The Department of Mental Health and Mental Retardation will provide for preadmission
screening and resident reviews on nursing facility residents with a diagnosis of mental illness and/or
mental retardation.

(4) The Department of Mental Health and Mental Retardation will conduct the Level Il
Screenings on all residents with a primary or, secondary diagnosis of MI/MR and determine the residents
need for active treatment.

(5) For all residents with a primary or secondary diagnosis of MI/MR, the Department of
Mental Health will make the determination of appropriate placement in a nursing facility, based on the
results of the Level Il Screening and the application of Medicaid medical criteria.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.
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Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 435.911.

History: Rule effective October 1, 1982 . Amended February 8, 1984; October 9, 1985 and December
12, 1988. Emergency rule effective January 1, 1989. Amended April 14, 1989. Emergency rule effective
June 1, 1989, and October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003;
effective September 15, 2003.

Rule No. 560-X-10-.17. Medical Director.

(1)  The nursing facility shall retain, pursuant to a written agreement, a physician licensed
under state law to practice medicine or osteopathy, to serve as medical director on a part-time or full time
basis as is appropriate for the needs of the residents and the facility.

(a) If the facility has an organized medical staff, the medical director shall be designated
by the medical staff with approval of the governing body.

(b) A medical director may be designated for a single facility or multiple facilities through
arrangements with a group of physicians, a local medical society, a hospital medical staff, or through
another similar arrangement.

(2) The medical director is responsible for the overall coordination of the medical care in the
facility to ensure the adequacy and appropriateness of the medical services provided to residents and to
maintain surveillance of the health status of employees.

(&) The medical director is responsible for the development of written bylaws, rules, and
regulations which are approved by the governing body and include delineation of the responsibilities of
attending physicians.

(b) Coordination of medical care includes liaison with attending physicians to ensure their
writing orders promptly upon admission of a patient, and periodic evaluation of the adequacy and
appropriateness of health professional and supportive staff and services.

(c) The medical director is also responsible for surveillance of the health status of the
facility's employees, and reviews incidents and accidents that occur on the premises to identify hazards to
health and safety. The administrator is given appropriate information, by the medical director, to help
ensure a safe and sanitary environment for residents and personnel.

(d) The medical director is responsible for the execution of resident care policies.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq., Section
405.1122, and Section 405.307, et seq.

History: Rule effective October 1, 1982. Amended February 8, 1984 and October 13, 1987. Emergency
rule effective October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003; effective
September 15, 2003.

Rule No. 560-X-10-.18. Availability of Nursing Facilities Accounting Records.

(1) Availability of accounting records must be made available in compliance with chapter 22,
Alabama Medicaid Administrative Code.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 483.10. Omnibus
Budget Reconciliation Act of 1987.

History: Rule effective October 1, 1982. Amended November 10, 1983; December 18, 1986; and
September 13, 1989. Emergency rule effective October 1, 1990. Amended February 13, 1991.
Amended: Filed June 20, 2003; effective September 15, 2003.
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Rule No. 560-X-10-.19. Administration of Medication.

(1) The facility must provide routine and emergency drugs and biologicals to its residents.
(2)  Alabama law prohibits nonlicensed personnel from administering medication.

3) A facility must permit residents to self-administer a drug when the facility determines, in
accordance with the comprehensive assessment, that a resident is a good candidate, when the resident
demonstrates that he or she can securely store, safely administer and accurately record the
administration of drugs, and the facility reassesses the residents ability to self-administer drugs at least
every three months.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. and
Section 483.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.20. Conditions Under Which Nursing Facilities are Not
Classified as Mental Disease Facility Under Title XIX.

(1) Nursing facilities located on grounds of State Mental Hospitals or in the communities, must
follow the required criteria to meet specific conditions in order to be eligible for Federal matching funds for
care provided to all individuals eligible under the State Plan.

(2) The Alabama Medicaid Agency is responsible for coordinating with the proper agencies
concerning the mental disease classification of nursing facilities. Facilities are NOT considered
institutions for mental disease if they meet the following criteria:

(a) The facility is established under State law as a separate institution organized to
provide general medical care and does offer and provide such care.

(b) The facility is licensed separately under a State law governing licensing of medical
institutions other than mental institutions.

(c) The facility is operated under standards which meet those for nursing facilities
established by the responsible State authority.

(d) The facility is operated under policies which are clearly distinct and different from
those of the mental institutions and which require admission of patients from the community who need the
care it provides.

(e) The facility is dual certified under Title XVIIl and XIX.

() The facility is not maintained primarily for the care and treatment of individuals with
mental disease.

(3) If the facility under examination meets one of the following criteria, it is deemed to be
maintained primarily for the care and treatment of individuals with mental disease:

(8) ltislicensed as a mental institution;

(b) Itis advertised as a mental institution;

(c) More than fifty percent (50%) of the patients are receiving care because of disability in
functioning resulting from a mental disease. Mental diseases are those listed under the heading of
Mental Disease in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, International
Classification of Diseases, adopted for use in the United States (ICD-9 or its successors), except for
mental retardation.

(4) Mental illness definition: An individual is considered to have mental iliness if he or she has
a current primary or secondary diagnosis of a major mental disorder (as defined in the Diagnostic and
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Statistical Manual of Mental Disorders, Fourth Edition or its successors), and does not have a primary
diagnosis of dementia (including Alzheimer's disease or a related disorder).

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. and 483.
History: Rule effective October 1, 1982. Emergency rule effective January 1, 1989 and February 1,
1989. Amended April 14, 1989 and May 12, 1989. Emergency rule effective January 1, 1990. Amended
April 17, 1990. Emergency rule effective October 1, 1990. Amended February 13, 1991. Amended:
Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.21. Admission of Mentally Ill Residents to Nursing Facilities.

(1)  Nursing facilities must monitor the admission of mental residents to their facilities.
(&) A nursing facility may not have more than fifty percent (50%) mental residents which
is based on the total population of the facility including public and private pay residents.
(b) If a facility does have more than fifty percent (50%) mental residents, it will be
designated as an institution for mental diseases for Medicaid payment purposes.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. 401, et seq. and Section 483.
History: Emergency rule July 1, 1988. Amended July 12, 1988 and January 10, 1989. Emergency rule
effective October 1, 1990. Amended February 13, 1991. Amended: Filed June 20, 2003; effective
September 15, 2003.

Rule No. 560-X-10-.22. Quality of Life.

(1) A facility must care for its residents in a manner and in an environment that promotes

maintenance or enhancement of each resident's quality of life. Factors to be considered include:

(a) Dignity

(b) Self determination and participation

(c) Participation in resident and family groups.

(d) Participation in other Activities

(e) Accommodation of needs

(H Activities

(g) Social Services

(h) Environment

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. and
Section 483.15. Omnibus Budget Reconciliation Act of 1987.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13,1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.23. Resident Assessment.

(1)  The facility must conduct initially and periodically a comprehensive, accurate,
standardized, reproducible assessment of each resident's functional capacity as required by 42 C.F.R.
Section 483.20 and any other applicable State and Federal requirements.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.
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Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. and
Section 483.20. Omnibus Budget Reconciliation Act of 1987.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.24. Quality of Care.

(1) Each resident must receive the necessary nursing, medical and psychosocial services to
attain and maintain the highest possible mental and physical functional status, as defined by the
comprehensive assessment and plan of care. Each resident must receive and the facility must provide
the necessary care and services to attain or maintain the highest practicable physical, mental and
psychosocial well-being, in accordance with the comprehensive assessment and plan of care.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq. and
Section 483.25. Omnibus Budget Reconciliation Act of 1987.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.25. Resident Behavior and Facility Practices

(1) The resident has the right to be free from any physical restraints imposed or psychoactive
drug administered for purposes of discipline or convenience and not required to treat the resident's
medical symptoms.

(2) The resident has the right to be free from verbal, sexual, physical or mental abuse,
corporal punishment and involuntary seclusion.

(3) The facility must develop and implement written policies and procedures that prohibit
mistreatment, neglect or abuse of residents.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act; Omnibus Budget Reconciliation Act of
1987. 42 C.F.R. Section 401, et seq. and Section 483.13.

History: Rule effective October 1, 1982. Emergency rule effective October 1, 1990. Amended February
13, 1991. Amended: Filed June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.26. Transfer and Discharge Rights.

(1) Definitions.

(a) Discharge means movement from an entity that participates in Medicare as a skilled
nursing facility (SNF), a Medicare certified distinct part, an entity that participates in Medicaid as a nursing
facility (NF), or a Medicaid certified distinct part to a noninstitutional setting when the discharging facility
ceases to be legally responsible for the care of the resident.

(b) Resident means a resident of a SNF or NF or any legal representative of the resident.

(c) Transfer means movement from an entity that participates in Medicare as a SNF, a
Medicare certified distinct part, an entity that participates in Medicaid as a NF or a Medicaid certified
distinct part to another institutional setting when the legal responsibility for the care of the resident
changes from the transferring facility to the receiving facility.
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(2) Transfer and Discharge Requirements. The facility must permit each resident to remain in
the facility, and not transfer or discharge the resident from the facility unless:

(a) The transfer or discharge is necessary for the resident's welfare and the resident's
needs cannot be met in the facility;

(b) The transfer or discharge is appropriate because the resident's health has improved
sufficiently so the resident no longer needs the services provided by the facility;

(c) The safety of individuals in the facility is endangered;

(d) The health of individuals in the facility would otherwise be endangered;

(e) The resident has failed, after reasonable and appropriate notice, to pay for (or to have
paid under Medicare or Medicaid) a stay at the facility. For a resident who becomes eligible for Medicaid
after admission to a facility, the facility may charge a resident only allowable charges under Medicaid; or

(H The facility ceases to operate.

(3) Documentation. When the facility transfers or discharges a resident under any of the
circumstances specified above, the resident's clinical record must be documented. The documentation
must be made by:

(8) The resident's physician when transfer or discharge is necessary under paragraph
(2)(a) or (2)(b) of this rule; and

(b) A physician when transfer or discharge is necessary under paragraph (2)(d) of this
rule.

(4) Notice Before Transfer. Before a facility transfers or discharges a resident, the facility
must:
(a) Notify the resident and, if known, a family member or legal representative of the
resident of the transfer or discharge and the reasons;
(b) Record the reasons in the resident's clinical record; and
(c) Include in the notice the items described in paragraph (6) of this rule.

(5) Timing of the Notice.

(a) Except when specified in paragraph (5)(b) of this rule, the notice of transfer or
discharge required under this rule must be made by the facility at least 30 days before the resident is
transferred or discharged.

(b) Notice may be made as soon as practicable before transfer or discharge when:

1. The safety of individuals in the facility would be endangered;

2. The health of individuals in the facility would be endangered;

3. The resident's health improves sufficiently to allow a more immediate transfer or
discharge;

4. An immediate transfer or discharge is required by the resident's urgent medical
needs; or

5. Aresident has not resided in the facility for 30 days.

(6) Contents of the Notice. For nursing facilities, the written notice specified in paragraph (4)

of this rule must include the following:

(a) The reason for transfer or discharge;

(b) The effective date of transfer or discharge;

(c) The location to which the resident is transferred or discharged.

(d) The name and address of the Alabama Medicaid Agency and a statement that the
resident has the right to appeal the action to the Medicaid Agency by filing a written request within 30
days of the notice of transfer or discharge;

(e) The name, address and telephone number of the State long term care ombudsman,;

() For nursing facility residents with developmental disabilities, the mailing address and
telephone number of the agency responsible for the protection and advocacy of developmentally disabled
individuals established under part C of the Developmental Disabilities Assistance and Bill of Rights Act;
and
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(g) For nursing facility residents who are mentally ill, the mailing address and telephone
number of the agency responsible for the protection and advocacy of mentally ill individuals established
under the Protection and Advocacy for Mentally Il Individuals Act.

(7)  Orientation for Transfer or Discharge.

(a) A facility must provide sufficient preparation and orientation to residents to ensure
safe and orderly transfer or discharge from the facility.

(b) The resident’s clinical record must be documented when the facility transfers or
discharges a resident. The documentation should include a statement from the resident’s physician
indicating that the resident may be transferred or discharged including the level of care required for the
resident.

(8) Appeal of Transfer or Discharge.

(a) A-resident who is aggrieved by a facility's decision to transfer or discharge the
resident may request a review of the decision by the Medicaid Agency. Such request must be in writing
and received within 30 days of the date of the notice of transfer or discharge.

(b) Upon receipt of a request for review, Medicaid will promptly notify the facility and the
resident of the procedures to be followed. Once the resident has requested a review of the discharge, the
nursing facility must allow the resident to remain in the facility until all administrative appeals have been
exhausted unless there is documented verifiable evidence in the resident’s medical record indicating that
the facility can no longer meet the resident’s needs or he is a danger to the health and safety of other
resident’s in the facility and an appropriate placement for the resident has been located. Both parties will
be allowed 10 days to submit any documentary information regarding the proposed transfer or discharge.
If deemed desirable, Medicaid may contact one or both parties to obtain additional information, either
written or oral. Properly qualified personnel will be utilized in the review process, and all decisions
involving medical issues will be made by a Medicaid physician.

(c) Both parties will be notified by certified mail of the review decision. An aggrieved
party may request a fair hearing by filing a written request with Medicaid within 30 days of the date of the
review decision letter. Except as otherwise provided herein, hearings will be conducted in accordance
with Chapter 3 of this Administrative Code. The hearing will be a de novo proceeding to review the
decision to transfer or discharge. Both the facility and the resident will be notified of the hearing date and
will be entitled to participate. The hearing decision will be binding on all parties, regardless of whether a
party participates in the fair hearing.

(9) 24 hour hospital stay. Resident's of nursing facilities who go to a hospital to receive
outpatient services, i.e. emergency room observation, etc., do not have to be discharged from the nursing
facility unless the resident is retained longer than 24 hours. After 24 hours discharge by the nursing
facility is necessary. Residents who go to a hospital to receive inpatient service must be discharged. If
an inpatient claim suspends as a duplicate of a nursing facility claim, the inpatient claim shall be paid and
the other claim shall be denied or recouped unless the "from" and "to" dates on the hospital claim are the
same. Itis the nursing facilities responsibility to monitor the status of residents in hospitals to assure that
discharge and readmissions to the nursing facility are properly reported.

Author: Samantha McLeod, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan Attachment 4.35-B; Title XIX, Social Security Act, Sections 1819 and
1919; 42 CFR 431.200 et seq., and 483.200 et seq.

History: Rule effective January 8, 1985. Emergency rule effective October 1, 1990. Amended February
13, 1991, and August 12, 1993. Amended: Filed June 20, 2003; effective September 15, 2003.
Amended: Filed March 20, 2008; effective June 18, 2008.
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Rule No. 560-X-10-.27. Enforcement of Compliance for Long-Term Care Facilities
with Deficiencies.

The regulations of the Centers for Medicare and Medicaid Services, Department of Health and
Human Services at 42 C.F.R. Section 488.400, et seq., as promulgated in 59 Federal Register 56116
(Nov. 10, 1994), and as may be subsequently amended, are adopted by reference. Copies of these
regulations may be obtained from the U.S. Government Printing Office, Washington, DC 20402-9328.
Copies are also available from Medicaid at a cost of $2.50.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act, Section 1919; 42 C.F.R. Section 442.1,
et seq., Section 431.151, et seq., Sections 441.11 and 489.53; Ala. Code (1975) Section 22-6-20, et seq.
Section 488.400, et seq., and 498.1, et seq.

History; Rule effective October 1, 1982. Emergency Rule effective July 22, 1988. Amended October
12, 1988. Emergency rule effective October 1, 1990. Amended February 13, 1991. Emergency Rule
Effective July 1, 1995. Amended August 12, 1995. Amended: Filed June 20, 2003; September 15,
2003.

Rule No. 560-X-10-.28. Financial Eligibility.

(1) Financial eligibility will be established in accordance with Chapter 25, Alabama Medicaid
Administrative Code.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; Title XIX, Social Security Act.

History: Emergency rule effective October 1, 1990. Amended February 13, 1991. Amended: Filed
June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.29. Claim Filing Limitations.

(1)  For claim filing limitations refer to Alabama Medicaid Administrative Code, Rule No. 560-X-
1-.17.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan, Title XIX, Social Security Act; 42 C.F.R. Section 447.45, et seq.
History: Emergency rule effective October 1, 1990. Amended February 13, 1991. Amended: Filed
June 20, 2003; effective September 15, 2003.

Rule No. 560-X-10-.30. Third Party Payment Procedures.
(1) Refer to Alabama Medicaid Administrative Code, Chapter 20.

Author: Dittra S. Graham, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan, Title XIX, Social Security Act; 42 C.F.R. Sections 433.135, 433.138 and
433.139.

History: Emergency rule effective October 1, 1990. Amended February 13, 1991. Amended: Filed
June 20, 2003; effective September 15, 2003.
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Chapter 11. Early and Periodic Screening, Diagnosis, and Treatment
for Individuals Under Twenty-one (21)

Rule No. 560-X-11-.01. Early and Periodic Screening, Diagnhosis, and Treatment
for Individuals Under Twenty-one (21) - General

(2) Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) of certain eligible
individuals under age twenty-one (21) is a mandatory service of the Medicaid Program intended by
Congress to direct attention to the importance of preventive health services and early detection and
treatment of disease in children eligible for medical assistance.

(2) The Alabama Medicaid Agency:

(&) Will provide for a combination of written and oral methods designed to effectively
inform all EPSDT eligible individuals (or their families) about the EPSDT program. Generally, this
information will be provided within 60 days of the individual's initial Medicaid eligibility determination and
in the case of families which have not utilized EPSDT services, annually thereafter.

(b) Will using clear and nontechnical language, provide information about the following:
the benefits of preventive health care, the services available under the EPSDT program, and how to
obtain these services.

(c) Will inform recipients that the services provided under the EPSDT program are
without cost to eligible individuals under 21 years of age. Exception: Copayment is required of
individuals from eighteen (18) to under twenty-one (21).

(d) Will provide other medically necessary health care, diagnostic, treatment and/or other
measures described in section 1905(a) of Title XIX to correct or ameliorate defects, physical and mental
illnesses and conditions discovered during a screening.

(e) Will inform individuals that necessary transportation and scheduling assistance
are available upon request.

() Will provide an extensive outreach program for EPSDT recipients.

(g) In conjunction with the Alabama Department of Human Resources, will jointly
develop an agreement covering the responsibilities of the county Departments of Human Resources,
county Health Departments and other screening providers for EPSDT.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.56; OBRA '89-Section 6403.
Rule effective October 1, 1982. Rule amended June 8, 1985. ER effective December 1, 1986. Effective
date of this amendment March 12, 1987. ER effective October 1, 1990. Amended February 13, 1991.
ER effective December 1, 1992. Effective date of this amendment January 13, 1993.

Rule No. 560-X-11-.02. Major Components of EPSDT

(1) Early
As early as possible in the life of a child already Medicaid eligible or as soon as possible
after a person's eligibility is established, if he or she is under twenty-one (21) years of age;

(2 Periodic
At intervals established by Medicaid to assure that disease or disability is not incipient or
present in persons eligible for the EPSDT services;

3) Screening
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Assessment of the physical and mental health of all persons under twenty-one (21) years
of age who are Medicaid eligible.

(4) Diagnosis
Further study of persons to determine the nature or cause of disease or abnormality to
provide a frame of reference for treatment;

(5) Treatment
Any Treatment available under the Alabama Medicaid Program including eyeglasses,
hearing aids and other necessary health care, diagnostic services to correct or ameliorate defects,
physical and mental illnesses and conditions discovered during a screening.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.50; OBRA '89-Section 6403.
Rule effective October 1, 1982. Rule amended June 8, 1985. ER effective December 1, 1986. Effective
date of this amendment March 12, 1987. ER effective October 1, 1990. Effective date of this amendment
February 13, 1991.

Rule No. 560-X-11-.03. Eligibility

(2) All persons under twenty-one (21) years of age except SOBRA adult eligibles who have
been certified as being eligible for Medicaid are eligible for the EPSDT program.

(2) Alabama Medicaid Agency assigns Medicaid identification numbers and issues plastic
Medicaid eligibility cards to persons eligible for benefits.

3) In providing services and filing a claim for medical payment, it is required that a person
be eligible in the month in which the service is rendered.

4) Alabama Medicaid Agency Administrative Code, Chapter One, General, contains
information about the identification of Medicaid recipients.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.50; OBRA '89-Section 6403.
Rule effective October 1, 1982. Rule amended June 8, 1985. ER effective December 1, 1986. Effective
date of this amendment March 12, 1987. ER effective October 1, 1990. Amended February 13, 1991.
ER effective December 1, 1992. Effective date of this amendment January 13, 1993.

Rule No. 560-X-11-.04. EPSDT Manual

(1) A manual on the EPSDT Program setting forth in detail the elements of the physical
examination, instructions for completion of forms, processes and procedures to follow in administration of
local programs and billing instructions will be provided to each EPSDT provider. Failure to follow the
procedures and requirements as outlined in the manual may result in recoupment of the funds paid to the
provider.

(2) EPSDT School-Based screening providers must follow the Protocols and Procedures for
EPSDT School-Based services in addition to the EPSDT Manual. Failure to comply may result in
recoupment of the funds paid to the provider.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.56(d). Rule effective October

1,1982. ER effective December 1, 1986. Amended March 12, 1987. ER effective October 1, 1990.
Amended February 13, 1991. Effective date of this amendment May 11, 1995.
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Rule No. 560-X-11-.05. Providers of Screening Services

(1) In-state and borderline out-of-state (within 30-mile radius of state line) health care agencies
and physicians wishing to participate in the EPSDT Program may request enroliment information from the
Alabama Medicaid Agency. Exception: The Fiscal Agent will be responsible for enrolling any Title XVIII
(Medicare) providers that wish to enroll as a QMB-only provider.

(2)  All providers of screening services must enter into an agreement with Alabama Medicaid
Agency to participate in the EPSDT Program as a screening provider. Exception: QMB-only providers.
Each off-site location will require a separate application, a separate contract, and will be assigned a
provider number distinct from any other the provider may have with Medicaid.

(3)  All health care agencies enrolled shall be under the direction of a duly-licensed physician,
a currently licensed registered nurse, or a certified nurse practitioner who shall be responsible for
assuring that requirements of participation are met and that the procedures established by the Medicaid
program are carried out.

(4)  Screening programs conducted under the direction of a registered nurse or certified nurse
practitioner must have a licensed physician acting as medical consultant.
(5) EPSDT services may be offered by School-Based screening providers.

Author: Lynn Sharp, Associate Director, Policy Development, Medical Services Division

Statutory Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 400.203, Section
441.56. Medicare Catastrophic Coverage Act of 1988 (Public Law 100-360). OBRA '89-Section 6403.
History: Rule effective October 1, 1982, May 9, 1984, July 9, 1984, December 1, 1986, March 12, 1987,
July 13, 1989, October 1, 1990, February 13, 1991, May 11, 1995. Amended: Filed February 19, 1999;
effective May 10, 1999.

Rule No. 560-X-11-.06. Procedures and Tests in the Screening Examination

(1) The Agency will establish specific health evaluation procedures to be used by screening
providers. These procedures and tests will be fully described in the Screening Provider Manual.

(2)  All procedures and tests included in the Screening Provider Manual must be carried out on
each person screened and must be recorded in the case history of the individual.

(3) Where itis not possible to carry out all procedures and tests, this fact must be recorded in
the case history of the individual, including the reason such procedure or test was not carried out.

(4) Requirements in this paragraph are subject to federal and state audits and documentation
in the records will be examined in on-site visits from time to time. Failure to meet these requirements may
result in recoupment of the funds paid to the provider.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.56(d); OBRA '89-Section

6403. Rule effective October 1, 1982. ER effective December 1, 1986. Effective date of this amendment
March 12, 1987. ER effective October 1, 1990. Effective date of this amendment February 13, 1991.

Rule No. 560-X-11-.07. Screening Schedule
(1) The Agency will establish a distinct periodicity schedule for screening services, after

consultation with recognized medical organizations involved in child health care. This schedule will be
published in the Screening Provider Manual.
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(2) Periodic screening services will be provided at intervals that meet reasonable standards of
medical practice in accordance with those described for well-child care in the Guidelines for Health
Supervision of American Academy of Pediatrics.

(3) Interperiodic screenings are covered when medically necessary to determine the existence
of suspected physical or mental illnesses or conditions.

(4) An EPSDT Intensive Developmental Diagnostic Assessment is a multidisciplinary
comprehensive screening limited to infants O to under two years of age, and is also limited to two per
recipient per lifetime. These screenings are in addition to the routine periodic screenings and must be
performed by a qualified EPSDT Intensive Developmental Diagnostic Assessment Screening provider, as
approved and enrolled by Medicaid.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.50; OBRA '89-Section 6403.
Rule effective October 1, 1982. Amended July 9, 1984, June 8, 1985. ER effective October 1, 1986.
Amended October 11, 1986. ER effective December 1, 1986. Amended March 12, 1987. ER effective
November 7, 1988. Emergency Rule effective October 1, 1989. ER effective October 1, 1990. Amended
February 13, 1991. Effective date of this amendment January 13, 1993.

Rule No. 560-X-11-.08. Consultation Services to Screening Provider

(1) Professional nursing staff of the Alabama Medicaid Agency will provide assistance to any
screening provider who requests it.

(2) The Medicaid staff will assist providers and County Departments of Human Resources with
problems in local administration of the EPSDT Program upon request, or as need is identified in on-site
visits to screening providers.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.61. Rule effective October 1,
1982. ER effective December 1, 1986. Effective date of this amendment March 12, 1987. ER effective
October 1, 1990. Effective date of this amendment February 13, 1991.

Rule No. 560-X-11-.09. EPSDT Referral for Services.
(1)  All participating EPSDT providers will complete the EPSDT Referral for Services form for
each individual provider to whom a person is being referred to for further diagnosis and/or treatment.

(2) When a screening provider refers a person to a Medicaid participating provider for
diagnosis and/or treatment, all treatment services will be considered for reimbursement, above current
limitations. However, the services rendered must be medically necessary to treat or ameliorate a
condition or diagnosis identified in a screen.

(3) The referring provider must document within the patient's medical history or physical examination
portion of the medical record the condition(s) identified during an EPSDT Screening examination which
requires a referral. Notation of the condition on the EPSDT referral form alone will not be considered
sufficient documentation. Medicaid has the right to recoup payment for the screening service from the
referring provider, when a referral is made for a condition not documented in the medical history or
physical examination portion of the medical record.

(4) Alabama Medicaid Agency Administrative Code, Chapter One, General, contains
information about extended benefits as a result of an EPSDT screening and referral.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.61; OBRA '89-Section 6403.

Rule effective October 1, 1982. Emergency Rule effective December 1, 1986. Amended March 12,
1987. Emergency Rule effective October 1, 1990. Amended February 13, 1991. Effective date of this
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amendment July 11, 1995.

Rule No. 560-X-11-.10. Reimbursement

(1) Governmental screening providers (including physicians) will be paid on a negotiated rate basis
which will not exceed their actual costs. Non-governmental screening providers will be paid their usual
and customary charge which is not to exceed the maximum allowable rate established by Medicaid.

(2) In screening a recipient, the provider's contract screening cost will cover the following services:
unclothed physical examination; vital signs; heights and weights; family, medical, mental health and
immunization histories, vision and hearing testing; developmental assessment including anticipatory
guidance and nutritional assessment; hematocrits or hemoglobins; urine testing for protein and glucose;
and follow-up of all referred conditions to insure whether or not treatment has been initiated.

(3) Providers may submit claims for immunization, TB skin test and treatment on the day of screening.
These charges submitted on the HCFA-1500 form are in addition to the screening charge, but no office
visit should be charged at that time.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.50; OBRA '89-Section 6403.
Rule effective October 1, 1982. Rule amended July 9, 1984. ER effective December 1, 1986. Effective
date of this amendment March 12, 1987. ER effective October 1, 1990. Effective date of this amendment
February 13, 1991.

Rule No. 560-X-11-.11. Consent for Health Services for Certain Minors and Others

(1) Consent for health services for certain minors, and others will be governed by Code of Alabama,
1975, Title 22, Chapter 8.

(2) All consent forms must be signed by the parent or legal guardian except for clients fourteen (14)
years and older who may sign for themselves.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.56. Code of Alabama, 1975.
Rule effective October 1, 1982. ER effective December 1, 1986. Effective date of this amendment March
12, 1987. ER effective October 1, 1990. Effective date of this amendment February 13, 1991.

Rule No. 560-X-11-.12. Notification Procedures for Handicapped Individuals
Eligible for EPSDT

(1) Hearing Impaired:

(a) Each recipient will be notified of services during a face-to-face verbal interview at which time an
individual who communicates via sign language or other methods will be present if needed to pass
information to the recipient.

(b) Written information will to be given to both the recipient and the individual who communicates
with him.

(2) Visually Impaired:

(&) Each recipient will be naotified of services during a face-to-face interview, during which time an
individual who can communicate with the recipient will be present, if needed, to pass information to him.
(b) The recipient will be given information in Braille. Written information will be given to the

individual who communicates with the recipient as well.

(3) Those Who Do Not Speak English:
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(a) Each recipient will be notified of services during a face-to-face interview at which time an
individual who communicates in the recipient's language will be present for interpretation.

(b) Written materials in Thai, Laotian, Cambodian, and Viethamese languages are available and
will given to recipients who speak these languages and may also be given to the interpreter for those who
are illiterate.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.56. Rule effective October 1,
1982. ER effective December 1, 1986. Effective date of this amendment March 12, 1987. ER effective
October 1, 1990. Effective date of this amendment February 13, 1991.

Rule No. 560-X-11-.13. State Laboratory Services

(1) Arrangements have been made with the Clinical Laboratory Administration to have the State
Laboratory examine blood specimens for sickle cell anemia and other abnormal hemoglobins, stool
specimens for ova and parasites, and scotch tape preparations for pinworms. VDRL, G.C. cultures,
throat culture and blood lead level may also be done at no cost to the provider.

(2) Payment is made by Medicaid to the laboratories who have been enrolled as Medicaid providers
for examination of specimens submitted by screening agencies and physicians.

(3) Care should be taken to see that the correct Medicaid number is entered on the label or form
accompanying such specimens.

Authority: Title XIX, Social Security Act; State Plan; 42 C.F.R. Section 441.61; OBRA '89-Section 6403.
Rule effective October 1, 1982. ER effective December 1, 1986. Effective date of this amendment March
12, 1987. ER effective October 1, 1990. Effective date of this amendment February 13, 1991.

Rule No. 560-X-11-.14 EPSDT Referred Service Providers

(1) OBRA '89 requires that medically necessary health care, diagnosis, treatment and/or other
measures described in Section 1905(a) of the Social Security Act be covered under Medicaid if identified
in an EPSDT screening whether or not such services are covered in the State Plan. If services are not
ordinarily provided as a Medicaid benefit for children under age 21, the providers of the service will be
enrolled to provide "EPSDT only" referred care. An EPSDT referral form must be maintained by the
provider for services provided as a result of a screening.

(a) EPSDT-only providers include: physical therapists, occupational therapists, speech
therapists, chiropractors, podiatrists, psychologists, private duty nurses, air transportation, and
environmental lead investigators.

(b) Enrollment: Instate and borderline out-of-state (within 30 mile radius of the Alabama
state line) are eligible to enroll as EPSDT-only providers.

(c) Documentation: EPSDT-only services are covered by Alabama Medicaid when
medically necessary and when done to correct or ameliorate a defect, physical or mental illness or other
conditions identified during an EPSDT Screening Exam. EPSDT-only providers must develop a plan of
treatment and have it readily available at all times for review in the recipient's medical record. The plan of
treatment should contain but is not limited to the following information:

Recipient's name,

Recipient's current Medicaid number,

Date of EPSDT Screening,

Referring physician's name,

Diagnosis(es),

Date of onset or acute exacerbation, if applicable,
Type of surgery performed, if applicable,

Date of surgery, if applicable,

N~ WONE
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9. Functional status prior to treatment and expected status after treatment, if

applicable,

10.  Frequency and duration of treatment, if applicable,

11. Modalities, if applicable, and

12.  For ulcers, the location, size and depth should be documented, if applicable.

(d) Retrospective Review: Medicaid's Surveillance and Utilization Review Program

will review medical records retrospectively to determine the appropriateness of the service rendered.
Medicaid may discontinue and/or recoup payment for the treatment or service if any of the following
circumstances have occurred:

1. An EPSDT screening was not performed,

2. The condition/diagnosis noted on the EPSDT referral form does not
relate to the treatment performed, and

3. The EPSDT screening form is not valid. (EPSDT screening referral

forms are valid only for the time specified by the referring provider or up to a maximum of twelve (12)
months).

(2) Qualifications For EPSDT-only Providers:

€) Physical Therapists (PT) - A qualified PT must be licensed by the Alabama Board
of Physical Therapy. Services provided must be ordered by a physician for an identified condition(s)
noted during the EPSDT screening exam and provided by or under the supervision of a qualified physical
therapist. Group physical therapy is covered only for codes specified as such in the Physical Therapy
Billing Manual. Only procedure codes identified in the Medicaid Physical Therapy Billing Manual are
reimbursable. Some codes may require attainment of prior authorization before services are rendered.
Recreational and leisure type activities such as movies, bowling, skating, etc. are not covered by
Medicaid.

1. Physical therapy may be provided by a PT assistant who practices under
the direction of a licensed PT. Assistants may perform treatment procedures as delegated by the PT but
may not initiate or alter a treatment plan. PT assistants must be licensed by the Alabama Board of
Physical Therapy and must be an employee of the supervising PT in order for the PT to bill for services.
The PT must oversee the assistants' activities on a frequent, regularly scheduled basis. Scheduled visits
to supervise care provided by the assistant must be documented and signed by the PT at a minimum
every 6th visit.

2. Physical therapy aides who are employed by the PT may perform only
routine treatment procedures as allowed by State law and only under direct, on-site supervision of the
licensed PT. Care rendered by a PT aide shall not be held out as and shall not be charged as physical
therapy.

(b) Occupational Therapists (OT) - A qualified OT must be licensed by the Alabama
State Board of Occupational Therapy. Services provided must be ordered by a physician for an identified
condition(s) noted during the EPSDT screening exam and provided by or under the direct supervision of a
qualified occupational therapist. Group occupational therapy is covered only for codes specified as such
in the Occupational Therapy Billing Manual. Services are limited to those procedures identified in the
Occupational Therapy Billing Manual. Some codes may require attainment of prior authorization before
services are rendered. Recreational and leisure type activities such as movies, bowling, skating, etc. are
not covered by Medicaid.

1. OT assistants are allowed to assist in the practice of occupational
therapy only under the supervision of an OT. OT assistants must have an Associate of Arts degree and
must be licensed by the Alabama State Board of Occupational Therapy. Supervision of certified OT
assistants must consist of a minimum of one on one on-site supervision at least eight hours per month.
Supervision for non certified limited permit holders shall consist of one to one, on-site supervision a
minimum of 50% of direct patient time by an OT who holds a current license. Supervising visits must be
documented and signed by the OT. The supervising OT must ensure that the assistant is assigned only
duties and responsibilities for which the assistant has been specifically educated and which the assistant
is qualified to perform.

2. OT aides employed by the OT are allowed to perform only routine duties
under the direct, on-site supervision of the OT. Care rendered by an OT aide shall not be held out as and
shall not be charged as occupational therapy.
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(c) Speech Therapists (ST-Speech Language Pathologist) - A qualified ST must
have a Certification of Clinical Competence in Speech Language Pathology or be eligible for certification
and licensed by the Alabama Board of Examiners for Speech, Language Pathology and Audiology.
Services provided must be ordered by a physician for an identified condition(s) noted during the EPSDT
Screening exam and provided by or under the supervision of a qualified speech therapist. Only
procedures identified in the Medicaid Speech Therapy Billing Manual are reimbursable.

1. Speech Therapy Assistants must be employed by a Speech Therapist,
have a bachelor degree in Speech Pathology and must be registered by the Alabama Board of Speech,
Language Pathology and Audiology. Assistants are allowed to provide services commensurate with their
education, training and experience only. They may not evaluate speech, language or hearing, interpret
measurements of speech language or hearing, make recommendations regarding programming and
hearing aid selection, counsel patients or sign test reports, nor other documentation regarding the
practice of speech pathology. Assistants must work under the direct supervision of a licensed speech
pathologist. Direct supervision requires the physical presence of the licensed speech pathologist in the
same facility at all times when the assistant is performing assigned clinical responsibilities. The licensed
speech pathologist must document direct observation of at least ten (10%) percent of all clinical services
provided by the assistant. Speech therapists may supervise no more than the equivalent of two full-time
assistants concurrently.

(d) Services provided under the direction of a health care practitioner provided to
Medicaid eligible children by those working under the direction of licensed, enrolled Speech Therapists,
Occupational Therapists or Physical Therapists as provided for in this rule must be provided under the
following conditions:

1. The person providing the service must meet the minimum qualifications
established by State laws and the Agency regulations and be in the employment of the supervising
provider;

2. The person providing the service must be identifiable in the case record;
3. The supervising therapist must assume full professional responsibility for
services provided and bill for such services;
4, The supervising provider must assure that services are medically
necessary and rendered in a medically appropriate manner, and
(e) Podiatrist - Must have a current licensed issued to practice podiatry, and operate
within the scope of practice established by the appropriate state's Board of Podiatry.
® Chiropractor - Must have a current certification and/or be licensed to practice

chiropractic, and operate within the scope of practice established by the state's Board of Chiropractic
Examiners.

(9) Psychologist - Must have a doctoral degree from an accredited school or
department of Psychology and have a current license to practice as a psychologist, and operate within
the scope of practice as established by the appropriate state's Board of Psychology.

(h) Private Duty Nursing — The purpose of the Private Duty Nursing Program is to
provide payment for quality, safe, cost-efficient skilled nursing care to Medicaid recipients who require a
minimum of four consecutive hours of continuous skilled nursing care per day. Skilled nursing care is
defined as prescribed care that can only be provided by a licensed Registered Nurse (RN) or Licensed
Practical Nurse (LPN) which is medically necessary to treat or ameliorate medical conditions identified as
a result of an EPSDT screening. The medical criteria herein must be present when the specified
condition listed below is found. For conditions not found in the Alabama Medicaid Administrative Code,
medical necessity review will be conducted by the Medicaid Medical Director. Medicaid recipients who do
not meet the medical necessity requirements for the Private Duty Nursing Program have access to a
variety of nursing and related community services. The Agency will make referrals to the appropriate
programs based on the level of care needed.

1. Criteria — Non-ventilator Dependent Recipients.
(1) High technology non-ventilator dependent recipients may qualify
for private duty nursing services if they meet either of the following criteria and at least one qualified
caregiver has been identified:

() Any one of the primary requisites are present.
{l)) Two or more secondary requisites are present.
(i) Primary Requisites — include, but may not be limited to, the
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following as qualifying criteria for nursing recipients:

() Tracheotomy — Coverage up to four months for acute
(new) tracheotomy and up to an additional two months with documentation of continuing acute problems.
Continuation of nursing services may be approved after initial certification for those periods of time when
the primary caregiver is away from the home for work or school or otherwise unable to provide the
necessary care.

(D) Total Parenteral Nutrition (TPN) — Coverage up to two
months for acute phase with additional certification based upon the need for continuing therapy.

(1 Intravenous Therapy — Coverage up to two months for a
single episode. The number of hours required for a single infusion must be at least four continuous hours
and require monitoring and treatment by a skilled nurse. An additional period of certification may be
approved based on medical necessity for continuing therapy. Additional hours may also be approved for
secondary criteria requisites listed below in conjunction with the primary criteria requisites.

(iii) Secondary Requisites — include, but may not be limited to, the
following as qualifying criteria for nursing recipients.
() Decubitus ulcers — Coverage for stage three or four
ulcers.
() Colostomy or ileostomy care — Coverage for new or

problematic cases.
(1 Suprapubic catheter care — Coverage for new or
problematic cases.

(Iv) Internal nasogastric or gastrostomy feedings — Coverage
for new or problematic cases.
(iv) Qualified Caregiver.
0] The family must have at least one member capable of
and willing to be trained to assist in the provision of care for the recipient in the home.
() The family must provide evidence of parental or family

involvement and an appropriate home situation (for example, a physical environment and geographic
location for the recipient’s medical safety).

(1 Reasonable plans for emergencies (such as power and
equipment backup for those with life-support devices) and transportation must be established.

2. Ventilator Dependent Recipients.

0] Ventilator dependent recipients may qualify for private duty
nursing services if any one of the primary requisites are present and at least one qualified caregiver has
been identified.

(i) Primary Requisites — include, but may not be limited to, the
following as qualifying criteria for nursing recipients:

0] Mechanical ventilator support is necessary for at least
six hours per day and appropriate weaning steps are in progress on a continuing basis.

(1 Frequent ventilator checks are necessary. Frequent
ventilator checks are defined as daytime versus nighttime setting changes, weaning in progress, or
parameter checks a minimum of every eight hours with subsequent ventilator setting changes.

(1 Oxygen supplementation for ventilator dependent
recipients is at or below an inspired fraction of 40 percent (FiO,o0f 0.40).

(iii) Qualified Caregiver.

() The family must have at least one member capable of
and willing to be trained to assist in the provision of care for the recipient in the home.
({l)) The family must provide evidence of parental or family

involvement and an appropriate home situation (for example, a physical environment and geographic
location for the recipient’s medical safety).

(1 Reasonable plans for emergencies (such as power and
equipment backup for those with life-support devices) and transportation must be established.

Note: Any private duty nursing hours approved will be reduced by the number of hours of care

which are provided or are available from other resources. In the event a child eligible for Medicaid is
already attending or plans to attend public school, the case manager should contact the Special
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Education Coordinator within the appropriate school district to request that the child’s Individual Education
Program (IEP) committee meet to determine the student’s need for related services. The names and
contact information for the coordinators are on the education website at www.alsde.edu. The Individuals
with Disabilities Education Act (IDEA) guarantees every child the right to a free, appropriate public
education and related services in the least restrictive environment. The case manager may be asked to
be part of the client’s IEP team to facilitate the coordination of necessary related services. Related
services needed in the school that are the same as services provided in the home should be closely
coordinated. For example, a child needing nursing services should be evaluated and recommended for
the appropriate level of care to ensure no break in services if services previously provided by Medicaid
are subsequently provided by the school district. For children attending public school, the number of
approved hours may be modified during the summer months and school breaks.

3. Limitations:

0] Nursing services must be prescribed as medically necessary by
a licensed physician as a result of an EPSDT screening referral, based on the expectation that the
recipient’s medical needs are adequately and safely met in the home.

(i) All private duty nursing services require prior authorization.
Additionally, the recipient must be under 21 years of age to qualify and must be Medicaid eligible. The
recipient must require skilled nursing care which exceeds the caregiver’s ability to care for the recipient
without the assistance of at least four consecutive hours of skilled nursing care.

(iii) Major commitment on the part of the recipient’s family is
mandatory to meet the recipient’s needs. The primary caregiver must sign the Private Duty Nursing
Agreement for Care form agreeing to participate in and complete training. Additional caregivers identified
for training must be indicated on the Private Duty Nursing Agreement for Care form. In the event that
multiple caregivers exist, an adjustment in the hours approved for PDN will occur.

(iv) Medicaid does not provide private duty nursing services under
the following circumstances:
() Observational care for behavioral or eating disorders, or
for medical conditions that do not require medically necessary intervention by skilled nursing personnel;
(1 Services not prescribed to treat or improve a condition

identified as a result of an EPSDT screening;

D] Custodial, sitter, and unskilled respite services;

(V) Services after the recipient is admitted to a hospital or a
nursing facility; or

V) Services after the recipient is no longer eligible for
Medicaid.
(v) Medicaid allows hours for the continuation of private duty nursing
services under the following circumstances:
() Temporary lliness: Private duty nursing hours may be

provided for a period up to 90 days if the primary caregiver is incapacitated due to personal illness or
illness of another family member who is dependent upon the caregiver and there is no other trained
caregiver available in the home. Temporary illness includes a required surgical procedure due to
illness/disease, an illness which would be a danger to the child because of contagion, or an iliness which
is debilitating for a limited period. Medical documentation from the caregiver’s attending physician is
required. The number of hours approved is dependent upon the specific circumstances.

(1 Patient at Risk: Private duty nursing hours may be
approved if the patient appears to be at risk of abuse, neglect, or exploitation in the domestic setting and
a referral for investigation has been made to the appropriate state agency. The number of hours
approved is dependent upon the specific circumstances.

(1 Sleep: Private duty nursing hours may be provided up to
eight hours depending on the situation of the primary caregiver. For example, a single parent with no
other family support may be granted a full eight hours while two parents serving as primary caregivers
may require fewer hours or only hours on an occasional basis.

(V) Work: Private duty nursing hours provided will be up to
the number of hours that the primary caregiver is at work plus one hour travel time. If additional travel
time is needed beyond one hour, documentation must be provided to justify the increase. A Private Duty
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Nursing Verification of Employment/School Attendance Form must be completed providing
documentation of work hours.

V) School: Private duty nursing hours provided will be up to
the number of hours that the primary caregiver is attending class plus one hour travel time. If additional
travel time is needed beyond one hour, documentation must be provided to justify the increase. A current
course selection guide published by the school, validated class schedule from school, curriculum guide
and transcripts of previous courses taken must be provided. The coursework must be consistent with the
requirement for obtaining a GED, college degree, or some other type of certification for employment.
Courses selected must follow a logical approach with class hours being taken one after the other unless
the course has been indicated by school officials as “closed”.

4. A care plan must be developed and submitted with each request for
service documenting the extent of nursing needs. Careful review of the patient's status and needs should
be made by each professional participating in the patient's care. Each discipline should formulate goals
and objectives for the patient and develop daily program components to meet these goals in the home.
This plan must include the following:

0] designation of a home care service coordinator;

(i) involvement of a primary care physician with specific physician
orders for medications, treatments, medical follow-up, and medical tests as appropriate;

(iii) family access to a telephone;

(iv) a plan for monitoring and adjusting the home care plan;

(V) a defined backup system for medical emergencies;

(vi) a plan to meet the educational needs of the patient;

(vii) a clearly shown planned reduction of private duty hours; and

(viii)  criteria and procedures for transition from private duty nursing
care, when appropriate.

At each certification, the care plan will be denied, approved, or additional
information will be requested The patient should be transitioned to the most appropriate care when the
patient no longer meets the private duty nursing criteria. The most appropriate care may be home care
services, nursing home placement, or the Home and Community Based Waiver Program.

6. Cost Effectiveness: The cost of private duty nursing services, when
combined with the total daily cost of all Medicaid reimbursable services, should not exceed the cost of
available hospital care for which the recipient would qualify if private duty nursing services were not
provided.

7. Private duty nursing providers are required to indicate the date and time
of all services provided on a signature log maintained in the patient's record with a copy retained by the
patient/parent or guardian. The nurse providing services and the caregiver must sign each entry.

8. Private duty nursing providers are required to submit to Medicaid a copy
of the Home Health Certification and Plan of Care form (HCFA-485), the Medical Update and Patient
Information form (HCFA-486), the Private Duty Nursing Agreement for Care Form (Form 166), and the
EPSDT Referral for Services form (Form 167) for Medicaid to consider authorization for services.

9. Private duty nursing providers are required to submit the Home Health
Certification and Plan of Care form (HCFA-485) and the Medical Update and Patient Information form
(HCFA-486) to Medicaid for continued services at least fourteen (14) days prior to the recertification due
date. Recertification not received timely will be approved when criteria are met based on the date of
receipt.

10. Failure by the provider to comply with agency rules and program policies
contained in the applicable Private Duty Nursing Services Program Manual may result in recoupments
and termination of the provider contract.

() Air Ambulance - Refer to Rule 560-X-18-. 15.

@) Environmental Lead Investigators - a qualified investigator must have graduated
from a four-year college or university with a minimum of 30 semester hours or 45 quarter hours of
combined course work in biology, chemistry, environmental science, mathematics, physical science, or a
minimum of, or evidence of, five years or more of permanent employment in an environmental health
field. Any person employed must have successfully completed the training program for environmentalist
conducted by the Alabama Department of Public Health before being certified by the Alabama
Department of Public Health.
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1. Environmental Lead Investigations are billable as a unit of service. A
unit of service is the investigation of the home or primary residence of an EPSDT eligible child who has
an elevated blood lead level. Testing of substances which must be sent off-site for analysis, or any non-
medical activities such as removal or abatement of lead sources, or relocation efforts are not billable as
part of an Environmental Lead Investigation.

Author: Sigrid Laney, Associate Director, LTC Project Development/Program Support Unit.

Statutory Authority: State Plan, Attachment 3.1-A; 42 CFR Section 440.110, Section 441.56(2)(c);
Omnibus Budget Reconciliation Act of 1989.

History: Rule effective October 1, 1982, September 11, 1992, January 11, 1994, September 13, 1994,
September 12, 1995, August 14, 1996, November 14, 1996, and May 10, 1999. Amended: Filed October
19, 2001; effective January 16, 2002. Amended: Filed February 18, 2005; effective May 26, 2005.
Amended: Filed July 20, 2006; effective October 17, 2006.
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Rule No. 560-X-12-.01. Home Health Care — General

(1) Alabama Medicaid Home Health Care services are available for all Medicaid eligible
persons of any age who meet the admission criteria on the basis of a reasonable expectation that a
patient's medical, nursing, and social needs can adequately be met in the patient's place of residence.

(2)  Anyone may refer a person who is in need of home health care, under the care of a
physician, and in need of part-time nursing, to a participating agency.

Author: Georgette Harvest, Associate Director, Project Development/Policy Unit, Long Term Care
Division.

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.70; and State Plan.

History: Rule effective October 1, 1982. Amended: Filed December 18, 2000; effective March 12, 2001.

Rule No. 560-X-12-.02 - Admission Criteria

(1) To be eligible for home health care, a recipient must meet all of the following criteria

(&) The recipient’s illness, injury, or disability prevents the recipient from going to a
physician’s office, clinic or other outpatient setting for required treatment; as a result, he or she would, in
all probability, have to be admitted to a hospital or nursing home because of complications arising from
lack of treatment,

(b) The recipient is unable to leave home under normal circumstances. Leaving home
requires a considerable taxing effort by the recipient, and absences from the home are infrequent, of
relatively short duration, and for medical reasons, and

(c) The recipient is unable to function without the aid of supportive devices, such as
crutches, a cane, wheelchair or walker and requires the use of special transportation or the assistance of
another person.

Author: Georgette Harvest, Associate Director, Project Development/Policy Unit, Long Term Care
Division.

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.70; and State Plan.

History: Rule effective October 1, 1982. Amended December 12, 1988. Amended: Filed December 18,
2000; effective March 12, 2001.

Rule No. 560-X-12-.03. Provider Requirements for Participation

(1) Only in-state agencies are eligible for participation.

(2) A home health agency is a public agency, private non-profit organization or proprietary
agency which is primarily engaged in providing part-time or intermittent skilled nursing services and home
health aide services to patients in their homes.

(3) To become a Medicaid home health care provider, the home health agency must:
(a) Be certified to participate as a Medicare provider;
(b) Be certified by the Division of Health Care Facilities of the Alabama Department of
Public Health as meeting specific statutory requirements and as meeting the Conditions of Participation;
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(c) Requestin writing to Alabama Medicaid Agency (Medicaid) to become a provider of
Medicaid home health care, and enclose a copy of the agency's most recent cost study report showing
discipline costs; and

(d) Agree to sign and to comply with the terms set forth in the agreement with Medicaid.

(4) Medicare cost reports must be available for review by the Alabama Medicaid Agency upon
request.

(5) A copy of any Medicare audit adjustment or settlement must be submitted to Medicaid
within thirty (30) days of receipt by the home health agency.

Author: Priscilla Miles, Associate Director, LTC Program Management Unit

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.70; and State Plan.
History: Rule effective October 1, 1982. Amended February 9, 1988 and September 9, 1988.
Amended: Filed September 20, 2002; effective December 26, 2002.

Rule No. 560-X-12-.04. Provider Termination and/or Change of Ownership

(1) A participating agency has the right to withdraw from the Medicaid program after giving written
notice to Medicaid of its intent at least thirty (30) days in advance.

(2) The State may terminate the home health agency's participation in the Medicaid program in cases
involving fraud or willful or grossly negligent non-compliance.

(3) Medicaid must be notified in writing within thirty (30) days of the date of agency owner and/or name
change. The existing contract will be terminated and a new contract must be signed if the agency desires
to continue participation in the Medicaid program.

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 434.6; and State Plan. Rule effective October
1,1982.

Rule No. 560-X-12-.05. Covered Services

(1) If ordered by the patient's physician, and authorized by Medicaid, a professional registered
nurse employed by a certified home health agency can provide part-time or intermittent nursing services
to a patient.

(&) The registered nurse is responsible for a nursing care plan, which is made in
accordance with the physician's written plan of care.
(b) Restorative, preventive, maintenance, and supportive services are covered.

(2) Licensed Practical Nurse Services
() If ordered by a patient's physician, a licensed practical nurse, supervised by a
professional registered nurse, employed by a participating home health agency, can provide intermittent
or part-time nursing services to the patient when assignment is made by the professional registered
nurse.
(b) LPN services are assigned and provided in accordance with existing State Law.

(3) Home Health Aide/Orderly Services
(&) A home health aide/orderly can provide personal care and services as specified in the
physician's plan of treatment.
(b) These services can be provided on a part-time basis only when they are supervised
by the nurse who is responsible for the care of the patient and services are authorized by Medicaid.
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(4)  Supervisory visits by the registered nurse must be performed at least every 60 days when
services are provided by the LPN, home health aide, or orderly.

Author: Samantha McLeod, Administrator, LTC Program Management Unit

Statutory Authority: Title XIX, Social Security Act; 42 CFR Section 441.15; and State Plan.
History: Rule effective October 1, 1982. Effective date of amendment August 9, 1985. Amended:
Filed September 20, 2006; effective December 13, 2006.

Rule No. 560-X-12-.06. Noncovered Services

(1) There is no coverage under the Medicaid Home Health Care plan for visits by paramedical
personnel, physical therapists, speech therapists, occupational therapists, and inhalation therapists.

(2)  Sitter service, private duty nursing service, medical social workers, and dietitians are not
covered by Medicaid.

(3)  Supervisory visits made by a professional registered nurse to evaluate appropriateness of
services being rendered to a patient by an LPN, home health aide, or orderly are considered as
administrative costs to the agency and may not be billed as skilled nursing services.

(4) The registered nurse will provide and document in the case record on-site supervision of
the LPN, home health aide, or orderly at least every 60 days. The registered nurse will conduct on-site
supervision more frequently if warranted by complaints or suspicion of substandard performances by the
worker.

Author: Samantha McLeod, Administrator, LTC Program Management Unit.
Statutory Authority: Title XIX, Social Security Act; 42 CFR Section 441.15; and State Plan.

History: Rule effective October 1, 1982. Amended: Filed September 20, 2006; effective December 13,
2006.

Rule No. 560-X-12-.07. Supplies, Appliances, and Equipment

(1) Such items as are specified by Medicaid are available for use in the home.

(2) See the chapter covering supplies, appliances, and durable medical equipment for further
information.

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.70; and State Plan. Rule effective
October 1, 1982.

Rule No. 560-X-12-.08. Physician Certification and Recertification

(1) An eligible Medicaid recipient may be considered for home health care upon the
recommendation of a medical doctor licensed in the State of Alabama.

(2) The patient's attending physician must certify the need for home health services and
provide written documentation to the home health provider regarding the recipient’s condition which justify
that the patient meets home health criteria. The attending physician must be an active Medicaid provider
licensed in the State of Alabama.

(3) The physician must recertify care every sixty (60) days if home services continue to be
necessary.
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Author: Georgette Harvest, Associate Director, Project Development/Policy Unit, Long Term Care
Division.

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.70; and State Plan.

History: Rule effective October 1, 1982. Amended: Filed December 18, 2000; effective March 12, 2001.

Rule No. 560-X-12-.09. Visits

(1) A visitis a personal contact in the place of residence of a patient made for the purpose of providing
a covered service by a health worker on the staff of a certified Medicaid home health agency.

(a) Home health care visits to Medicaid recipients must be medically necessary and in accordance
with a Medicaid Home Health Certification form established by a licensed physician. Home Health
records are subject to on-site audits and desk reviews by the professional staff of the Alabama Medicaid
Agency.

(b) Home health care visits are limited to one hundred four (104) per calendar year.

(2) If a Medicaid recipient receiving home health visits is institutionalized and is referred to home health
upon discharge from the institution, a new Medicaid Home Health Certification form must be completed
and retained by the home health agency.

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 441.15; and State Plan. Rule effective
October 1, 1982. Amended July 8, 1983; January 8, 1986 and January 13, 1988. Effective date of this
amendment February 9, 1989.

Rule No. 560-X-12-.10. Medicare/Medicaid Eligible Recipients

Persons eligible for Medicare and Medicaid are entitled to all services available under both programs,
but a claim must be filed with Medicare if the services are covered by Medicare. A patient may not
receive home visits under both programs simultaneously. If Medicare terminates coverage, Medicaid may
provide visits.

Medicare deductibles and co-insurance amounts for eligible Medicare/Medicaid recipients are not
applicable for Home Health services. (Section 930 - PL 96-499)

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 431.625; and State Plan. Rule effective
October 1, 1982.

Rule No. 560-X-12-.11. Billing of Medicaid Recipients by Providers

(1) The Home Health Agency agrees to accept as payment in full the amount paid for covered home
health services, and cannot make any additional charges to the recipient, sponsor, or family of the
recipient.

(2) Medicaid recipients may be billed by providers for noncovered services. See Rule No. 560-X-12-
.06 for a listing of noncovered services.

(3) Medicaid recipients may be billed for home health services provided by agencies which do not have
a contract with the Alabama Medicaid Program.

Authority: Title XIX, Social Security Act; 42 C.F.R. Section 447.15; and State Plan. Rule effective July 9,
1984.
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Rule No. 560-X-13-.01. Supplies, Appliances, and Durable Medical Equipment -
General

(1) Effective July 1, 1978, supplies, appliances, and durable medical equipment are available
as Medicaid program benefits to Medicaid eligibles of any age living at home.

(2) The covered medical supplies, appliances, and durable medical equipment are for medical
therapeutic purposes, must be ordered by the attending physician in connection with his plan of
treatment, and the items will minimize the necessity for hospitalization, nursing home, or other institutional
care.

(3) Arecipient does not have to be a Home Health Care patient in order to avail herself/himself
of this program.

(4)  The provider is responsible for educating the recipient in the use of the equipment. The
provider is also responsible for delivery and set up of the equipment.

(5) Standard supplies, appliances, and durable medical equipment covered by Medicaid are
listed in Chapter 14, of The Alabama Medicaid Provider Manual. Medical equipment, supplies, and
appliances not listed as covered services in Chapter 14 of the Alabama Medicaid Provider Manual may
be requested for coverage by submitting the request to the Long Term Care Division for review and
consideration. It will be the provider’s responsibility to supply Medicaid with the necessary medical
documentation which justifies the need of the requested items.

(6) Requests for items that are covered by Medicaid which are outside the normal benefit
limits, due to damage beyond repair or other extenuating circumstances must be submitted to the Long
Term Care Division for review and consideration. It will be the provider’s responsibility to supply Medicaid
with the necessary documentation which justifies the need for the requested items.

Author: Patricia Harris, Administrator, LTC Program Management Unit

Statutory Authority: State Plan; 42 CFR Section 440.70; and Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended November 11, 1985, March 10, 1997, and July 9,
1997. Amended: Filed June 21, 2004; effective September 15, 2004.

Rule No. 560-X-13-.02. Participating Agencies and Suppliers

(1) Participating agencies are those Home Health Agencies contracted with Alabama Medicaid
Agency for this program.

(2) Participating suppliers are those pharmacies and medical equipment suppliers contracted
with Alabama Medicaid Agency for this program.

(3) The provider’'s business must be physically located within the state of Alabama or within a
thirty (30)-mile radius of the state of Alabama. Suppliers located more than thirty (30) miles from the
border of Alabama may be enrolled only as follows:

(a) For specialty equipment and supplies such as augmentative communication devices
and vest airway clearance systems which are not readily available instate;

(b) For supplies and equipment needed as the result of a transplant or unique treatment
approved out of state as the result of an EPSDT referral. Suppliers will be enrolled by the Medicaid fiscal
agent on a temporary basis for these situations.
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(4) There must be at least one person present to conduct business at the physical location.
Answering machines and/or answering services are not acceptable as personal coverage during normal
business hours (8:00 a.m. — 5:00 p.m.).

(5) Satellite businesses affiliated with a provider are not covered under the provider
agreement; therefore, no reimbursement will be made to a provider doing business at a satellite location.
However, the satellite could enroll with a separate provider number.

(6) The provider shall have no felony convictions and no record of noncompliance with
Medicaid or Medicare regulations.

(7)  The provider must submit a copy of a current business license to EDS.

(8) Providers must notify EDS in writing of any changes to the information contained in its
application at least 30 business days prior to making such changes. These changes may include, but are
not limited to, changes in ownership or control, federal tax identification number, or business address
changes.

Author: Hattie Nettles, Associate Director, LTC Policy Advisory Unit.

Statutory Authority: State Plan Attachment 3.1-A; 42 CFR Section 434.6; and Title XIX, Social Security
Act.

History: Rule effective October 1, 1982. Amended: Filed December 17, 2001; effective March 15,
2002. Amended: Filed November 19, 2002. Effective February 14, 2003. Amended: Filed September
20, 2006; effective December 13, 2006. Amended: Filed February 20, 2008; effective May 16, 2008.

Rule No. 560-X-13-.03. Supplies and Appliances

(1) A written order or a signed prescription by the attending physician to a participating
supplier determines medical necessity for needed covered items of supplies and appliances.

(2)  No prior authorization by Alabama Medicaid Agency is required.

(3) Procedures for requesting and dispensing medical supplies and appliances for Medicaid
recipients living at home are as follows:
() ltis the responsibility of the recipient or authorized representative to obtain the
prescription from the attending physician and take to a participating supplier.
(b) Upon receipt of the prescription, the supplier will:
1. verify Medicaid eligibility;
2. furnish the covered item(s) as prescribed;
3. retain the prescription on file; and
4. submit the proper claim form to Medicaid's fiscal agent.

(4) Prescriptions are retained in patient's record or record file.

Authority: State Plan; 42 CFR Section 440.70; and Title XIX, Social Security Act. Rule effective October
1, 1982. Amended November 11, 1985. Effective date of this amendment January 13, 1993.
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Rule No. 560-X-13-.04. Durable Medical Equipment

(1)  Prior authorization by Alabama Medicaid Agency is required for certain items of covered
durable medical equipment.

(2) Medicaid covers the purchase of durable medical equipment items for long term use; long
term use is defined as the use of durable medical equipment which exceeds six months. Medicaid covers
durable medical equipment items as a rental for EPSDT related-services for use less than six months.
Selected medical equipment, which is prescribed as medically necessary, will be rented on a short-term
basis for Medicaid eligible adults over age 21.

(3) Equipment may be purchased or rented for any Medicaid recipient meeting the established
criteria.

(4) Durable Medical Equipment (DME) is equipment which:
(8) can stand repeated use;
(b) is used to serve a purpose for medical reasons; and
(c) is appropriate and suitable for use in the home.

(5) Durable Medical Equipment is necessary when it is expected to make a significant
contribution to the treatment of the patient's injury or illness or to the improvement of his physical
condition.

(6) The item is not disproportionate to the therapeutic benefits or more costly than a
reasonable alternative. The item would not serve the same purpose as equipment already available to
the recipient.

Author: Hattie Nettles, Associate Director, LTC Policy Advisory Unit.

Statutory Authority: State Plan Attachment 3.1-A; 42 CFR Section 440.70; and Title XIX, Social
Security Act.

History: Rule effective October 1, 1982. Amended November 11, 1985; March 10, 1997; and July 9,
1997. Amended: Filed August 21, 2001; effective November 16, 2001. Amended: Filed June 21, 2004;
effective September 15, 2004. Amended: Filed February 20, 2008; effective May 16, 2008.

Rule No. 560-X-13-.05. Method of Requesting Durable Medical Equipment

(1) A Medicaid recipient's attending physician is responsible for prescribing any covered
durable medical equipment that is medically necessary for use in the patient's home.

(2) The physician must complete a written order or prescription and give to the recipient
or sponsor to take to the DME provider of their choice. The physician may also fax the prescription to the
provider of the recipient’s choice. The provider must submit the appropriate Alabama Prior Review and
Authorization Request Form, Form 342 and any other pertinent medical information to the Medicaid Fiscal
Agent. The information may be transmitted electronically or by mail. The Fiscal Agent will assign a prior
authorization tracking number and transmit the request to Medicaid’s Prior Approval Unit for review and
approval.

(3) The Medicaid Prior Approval Unit will review the request and assign a status of approved,
denied, or returned.
() If the request is approved, the provider and recipient will receive an approval letter
with a ten-digit PA number. This information should be referenced on the claim for billing.
(b) If the request is denied, written notice will be sent to the provider and the recipient
indicating the reason for denial. Information giving them their right to appeal is also included in this
notice.
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(4)  All prior authorization requests for the purchase of durable medical equipment must be
received by the Medicaid Fiscal Agent within 30 calendar days after equipment is dispensed.

(5)  All prior authorization requests for certification of rental services received beyond the thirty
(30) calendar days of beginning services will be authorized for reimbursement effective the date of receipt
at the Medicaid Fiscal Agent.

(6)  All prior authorization requests for recertification of DME rental services must be submitted
to the Medicaid Fiscal Agent within 30 calendar days of recertification date. Completed recertifications
received beyond the established time limit will be authorized for reimbursement effective the date of
receipt at the Medicaid Fiscal Agent.

(7)  All prior authorization requests returned to the DME provider by Medicaid, if resubmitted,
must contain the following:
(a) The appropriate Alabama Prior Review and Authorization Request Form,
(b) The EPSDT Referral Form, if applicable
(c) All necessary documentation to justify medical necessity.

(8) Prior authorization requests that are lacking necessary information (EPSDT
screening, referrals, required attachment) are placed in pending status. Prior authorization requests that
are pended based on the need for additional information will be denied if information necessary to
process the request is not received by the Prior Authorization Unit within 21 calendar days of the request.

Author: Patricia Harris, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; 42 C.F.R., Section 440.70; and Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended August 9, 1984; and March 10, 1997; and July 9,
1997. Amended: File August 21, 2001, effective November 16, 2001. Amended: Filed June 21, 2004,
effective September 15, 2004.

Rule No. 560-X-13-.06. Participating Supplier

(1)  The supplier furnishes only the approved item(s) indicated on the approval letter from the
Alabama Medicaid Prior Approval Unit. This letter is generated and mailed by the Alabama Medicaid
Fiscal Agent.

(2)  The supplier is also responsible for verifying recipient's eligibility monthly.

(3)  Upon furnishing durable medical equipment/supplies, the supplier must_obtain a signature
on any form he/she desires indicating that the equipment/supplies have been received by the recipient. If
the recipient is unable to sign for the equipment/supply items, the supplier should verify the identity of the
person signing for the items, e.g., relative, home health worker, neighbor.

(4)  All forms and documentation must be retained in the patient record file by the supplier.

Author: Patricia Harris, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; 42 CFR Section 440.70; and Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Amended November 11, 1985; October 12, 1988; November
15, 1989; January 13, 1993; and March 10, 1997. Amended: Filed August 21, 2001; effective November
16, 2001. Amended: Filed June 21, 2004, effective September 15, 2004.
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Rule No. 560-X-13-.07. Noncovered ltems and Services
(1) Items of a deluxe nature.

(2) Replacement of usable equipment.
(3) Items for use in hospitals, nursing homes, or other institutions.
(&) DME items may be provided in nursing homes or other institutions for children through

the EPSDT Program.

(4) Items for patient/caring person's comfort and convenience.
Author: Hattie Nettles, Associate Director, LTC Policy Advisory Unit.
Statutory Authority: State Plan Attachment 3.1-A; 42 CFR Section 441.15; and Title XIX, Social
Security Act.

History: Rule effective October 1, 1982. Effective date of this amendment March 10, 1997. Amended:
Filed February 20, 2008; effective May 16, 2008.

Rule No. 560-X-13-.08. Medicare-Medicaid Eligibles and/or Qualified Medicare
Beneficiaries
(1) Referto Rule No. 560-X-1-.14.

Authority: 42 CFR Section 431.625; State Plan, Attachment 3.2-A; and Title XIX, Social Security Act.

Rule effective October 1, 1982. Amended January 8, 1985, and October 13, 1987. Emergency rule
effective February 1, 1989. Effective date of this amendment May 12, 1989.

Rule No. 560-X-13-.09. Patient Identification
(1)  Refer to Rules 560-X-1-.09. and 560-X-1-.11.

Authority: State Plan; 42 C.F.R. Section 435.10; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Effective date of this amendment September 9, 1988.

Rule No. 560-X-13-.10. Reimbursement

(1) Medicaid will reimburse for only those DME items indicated on the approval letter from the
Alabama Medicaid Prior Approval Unit.

(2) Reimbursement will be made for item(s) covered by the Alabama Medicaid Agency for
purchase, using limits as established by Medicaid.

(3) Request for reimbursement must be submitted on the appropriate claim form.

(4) The contract supplier agrees to accept as payment in full the amount paid by Medicaid for
covered items.

(5) Medicaid recipients may be billed for noncovered items.
(6) Medicaid recipients may be billed for items provided by noncontract suppliers.

Author: Patricia Harris, Administrator, LTC Program Management Unit.
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Statutory Authority: State Plan, Attachment 4.19-B, page 5; 42 C.F.R., Section 447.50; Section
447.252; and Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Amended July 9, 1984 and June 8, 1985. Amended: Filed
August 21, 2001, effective November 16, 2001. Amended: Filed June 21, 2004, effective September
15, 2004.

Rule No. 560-X-13-.11. Non-reimbursement

(1) DME item(s) furnished by a supplier without receipt of an authorization to purchase by the
Alabama Medicaid Agency will not be approved for reimbursement.

(2) Item(s) supplied to an individual who is not eligible during the month in which the item(s)
are furnished, are not reimbursable.

(3) Medicaid recipients cannot be reimbursed directly by the Alabama Medicaid Agency.

Author: Patricia Harris, Administrator, LTC Program Management Unit.

Statutory Authority: 42 C.F.R., Section 447.252; and Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended January 8, 1985 and March 10, 1997.
Amended: Filed June 21, 2004, effective September 15, 2004.

Rule No. 560-X-13-.12. Cost-Sharing

(1) Medicaid recipients are required to pay and suppliers are required to collect the designated
co-pay amount for each prescribed item covered under the Medicaid Supplies, Appliances, and Durable
Medical Equipment Program.

(2)  The cost-sharing fee does not apply to recipients under eighteen years of age, pregnant
women, surgical fees, family planning, and certified emergencies.

(3) A provider may not deny services to any eligible recipient due to the recipient's inability to
pay the cost-sharing amount imposed.

Author: Diane M. McCall, Associate Director, LTC Project Development/Policy Unit.

Statutory Authority: 42 C.F.R. Section 447.50; State Plan, Attachment 4.19-B, page 5; and Title XIX,
Social Security Act.

History: Rule effective June 8, 1985. Amended: Filed March 20, 2001, effective June 15, 2001.

Rule No: 560-X-13-.13. Reimbursement for EPSDT-referred Wheelchair Systems

(1) If no Medicare price is available for EPSDT-referred wheelchair systems, the
reimbursement rate is established based on a discount from Manufacturers Suggested Retail Price
(MSRP) instead of a "cost-plus" basis.

(2)  Providers are required to submit MSRPs from three manufacturers for wheelchair systems
(excluding seating system and add-on products) appropriate for the individual's medical needs.

(3) Requests submitted with less than three prices from different manufacturers must contain
documentation supporting the appropriateness and reasonableness of equipment requested for a follow-
up review by Medicaid professional staff. Provider must document nonavailability of required MSRPs to
justify not sending in three prices.
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(4)  The established rate will be based on the MSRP minus the following discounts:
1. Manual Wheelchair Systems - 20% discount from MSRP.
2.  Power Wheelchair Systems - 15% discount from MSRP.
3. Ancillary (add-on) products - 20% discount from MSRP.

(5) Suppliers requesting approvals for medical items must provide Medicaid with an expected
date of delivery.

(6) For medical items approved based on medical necessity, Medicaid will indicate the time
frame allowed for providers to dispense equipment on the approval letter.

(7)  When a provider is unable to dispense equipment within the time frame specified on the
approval letter, an extension may be requested with written justification as to the specific reason(s) why
the equipment cannot be supplied timely. All requests for extensions must be submitted to Medicaid prior
to the expiration date indicated on the approval letter.

(8) Medicaid will cancel approvals for medical items that are not dispensed timely when there
is no justifiable reason for delay.

(9) The Medicaid screening provider and recipient will be notified when an approved request
for equipment is cancelled due to provider noncompliance and the recipient will be referred to other
Medicaid providers to obtain medical items.

Author: Patricia Harris, Administrator, LTC Program Management Unit

Statutory Authority: Title XIX, Social Security Act; 42 C.F.R. Section 440.70; State Plan, Attachment
4.19-B; and OBRA '89.

History: Emergency rule effective September 1, 1993. Amended December 14, 1993. Emergency rule
effective July 5, 1994. Effective date of this amendment August 12, 1994. Amended: Filed June 21,
2004; effective September 15, 2004.

Rule No: 560-X-13.-14 Augmentative Communication Devices

(1) Effective July 1, 1998 coverage is provided for Augmentative Communication Devices
(ACD) for eligible individuals who meet criteria set out herein. Prior authorization for the ACD service is
required. Requests for prior authorization must be made on the appropriate Alabama Prior Review and
Authorization Request Form. The request must include documentation regarding the medical evaluation
by the physician and recipient information.

(2) ACDs are defined as portable electronic or non-electronic aids, devices, or systems
determined to be necessary to assist a Medicaid-eligible recipient to overcome or ameliorate severe
expressive speech-language impairments/limitations due to medical conditions in which speech is not
expected to be restored, and which enable the recipient to communicate effectively. These impairments
include but are not limited to: apraxia of speech, dysarthria, and cognitive communication disabilities.
These devices are reusable equipment items which must be reasonable, a necessary part of the
treatment plan consistent with the diagnosis, condition or injury, and not furnished for the convenience of
the recipient or his family. ACD components and/or accessories prescribed or intended primarily for
vocational, social, or academic development/enhancement and which are not necessary as described
above will not be provided.

(3) The scope of services includes the following elements:
(a) Screening and evaluation,
(b) ACD, subject to limitations, and
(c) Training on use of equipment.
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(4) Candidates under the age of 21 must meet all of the following criteria:

(&) EPSDT referral by Medicaid-enrolled EPSDT provider. Referral must
be within one year of application for ACD. The EPSDT provider must obtain a referral from the Patient 1
primary care provider where applicable;

(b) Medical condition which impairs ability to communicate as described
herein;

(c) Evaluation by required qualified, experienced professionals; and

(d) Physician prescription to be obtained after the evaluation and based on
documentation contained in the evaluation.

(5) Candidates over the age of 21 must meet all of the following criteria:
(a) Referral from a primary care physician (Patient 1* PCP/PMP where applicable).
Referral must be within one year of application for ACD;
(b) Medical condition which impairs ability to communicate as described herein;
(c) Evaluation by required qualified experienced professionals; and
(d) Physician prescription to be obtained after the evaluation and based on
documentation provided in the evaluation.

(6) The candidate must be evaluated by qualified interdisciplinary professionals.
Interdisciplinary professionals must include all of the following:
(&) Speech/Language Pathologist: This professional must meet all of the following
criteria:
1. Have a master's degree in speech/language pathology from an accredited
institution;
2. Have a Certificate of Clinical Competence in Speech/Language Pathology from
the American Speech, Language, Hearing Association;
3. Have an Alabama license in speech/language pathology;
4. Have no financial or other affiliation with a vendor, manufacturer, or
manufacturer's representative of ACDs; and
5. Have current continuing education.
(b) Physician: This professional must meet all of the following criteria:
1. Be adoctor of medicine or osteopathy legally authorized to practice medicine
and surgery by the state in which the doctor performs such functions; and
2. Have no financial or other affiliation with a vendor, manufacturer, or
manufacturer's representative of ACDs.

Interdisciplinary professionals should include the following:

(c) Physical Therapist: This professional must meet all of the following criteria:
1. Have a bachelor's degree in physical therapy from an accredited institution;
2. Have an Alabama license in physical therapy; and
3. Have no financial or other affiliation with a vendor, manufacturer, or
manufacturer's representative of ACDs.
(d) Social Worker: This professional must meet all of the following criteria:
1. Have a bachelor's degree in social work from an accredited institution;
2.  Have an Alabama license in social work; and
3. Have no financial or other affiliation with a vendor, manufacturer, or
manufacturer's representative of ACDs.
(e) Occupational Therapist: This professional must meet all of the following criteria:
1. Have a bachelor's degree in occupational therapy from an accredited institution;
2. Have an Alabama license in occupational therapy; and
3. Have no financial or other affiliation with a vendor, manufacturer, or
manufacturer's representative of ACDs.
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(7)  ACDs and services are only available through the ALABAMA MEDICAID AGENCY prior
authorization process. Requests for authorization must be submitted to Medicaid for review.
Documentation must support that the client is mentally, physically, and emotionally capable of
operating/using an ACD. The request must include all of the following documentation:

(&) Medical Evaluation by a Physician must meet all of the following criteria:
1. Medical examination by physician to assess the need for an ACD to replace or
support the recipient's capacity to communicate;
2. Status of respiration, hearing, vision, head control, trunk stability, arm movement,
ambulation, seating/positioning and/or ability to access the device; and
3.  Must have been conducted within 90 days of request for ACD.
(b) Recipient Information must include all of the following:
1. Name;
2. Medical assistance/Medicaid number;
3. Date(s) of assessment;
4. Medical diagnoses (primary, secondary, tertiary); and
5. Relevant medical history.
(c) Sensory Status (by physician) must include all of the following:
1. Vision status;
2. Hearing status; and
3. Description of how vision, hearing, tactile, and/or receptive communication
impairments affect expressive communication (e.g., sensory integration, visual discrimination).
(d) Postural, Mobility, and Motor Status must include all of the following:
1. Motor status;
2. Optimal positioning;
3. Integration of mobility with ACD; and
4. Recipient's access methods (and options) for ACD.
(e) Developmental Status must include all of the following:
1. Information on the recipient's intellectual/cognitive/developmental status; and
2. Determination of learning style (e.g., behavior, activity level).
() Family/Caregiver and Community Support Systems must include all of the following:
1. A detailed description identifying caregivers and support;
2. The extent of their participation in assisting the recipient with use of the ACD;
and
3. Their understanding of the use and their expectations of the ACD.
(g) Current Speech, Language, and Expressive Communication Status must include all of
the following:
1. Identification and description of the recipient's expressive or receptive (language
comprehension) communication impairment diagnosis;
2. Speech skills and prognosis;
3. Communication behaviors and interaction skills (i.e., styles and patterns);
4. Description of current communication strategies, including use of an ACD, if any;
and
5. Previous treatment of communication problems.
(h) Communication Needs Inventory must include all of the following:
1. Description of recipient's current and projected (e.g., within five years)
speech/language needs;
2. Communication partners and tasks, including partners' communication abilities
and limitations, if any; and
3. Communication environments and constraints which affect ACD selection and/or
features.
(i) Summary of Recipient Limitations which must contain a description of the
communication limitations.
() ACD Assessment Components must contain a justification for and use to be made of
each component and accessory requested.
(k) Identification of at least two ACDs considered for recipient to include all of the
following:
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1. Identification of the significant characteristics and features of the ACDs
considered for the recipient;
2. Identification of the cost of the ACDs considered for the recipient (including all
required components, accessories, peripherals, and supplies, as appropriate);
3. ldentification of manufacturer;
4. Justification stating why a device is the least costly, equally effective alternative
form of treatment for the recipient; and
5. Medical justification of device preference, if any.
() Treatment Plan and Follow-Up must include all of the following:
1. Description of short-term and long-term therapy goals;
2. Assessment criteria to measure the recipient's progress toward achieving short-
term and long-term communication goals;
3. Expected outcomes and description of how device will contribute to these
outcomes; and
4. Training plan to maximize use of ACD.
(m) Documentation of recipient's trial use of equipment must include all of the following:
1. Amount of time;
2. Location; and
3. Analysis of ability to use equipment.

(n) Documentation of qualifications of speech/language pathologists and other
professionals submitting portions of the evaluation must be present. Physicians are exempt from this
requirement.

(0) A signed statement by submitting professionals that they have no financial or other
affiliation with manufacturer, vendor, or sales representative of ACDs must be present. One statement
signed by all professionals will suffice.

(p) Medicaid reserves the right to request additional information and/or evaluations by
appropriate professionals.

(8) ACDs are subject to the following limitations. ACDs, including components and
accessories, will be modified or replaced only under the following circumstances:

(&) Medical Change: Upon the request of recipient if a significant medical change occurs
in the recipient's condition which significantly alters the effectiveness of the device.

(b) Age of Equipment: ACDs outside the manufacturer's or other applicable warranty
which do not operate to capacity will be repaired. At such time as repair is no longer cost-effective, upon
request by the recipient, replacement of identical or comparable component or components will be made.
Full documentation of the history of the service, maintenance, and repair of the device must accompany
such requests.

(c) Technological Advances: No replacements or modifications will be approved based
on technological advances unless the new technology would meet a significant medical need of the
recipient which is currently unmet by the present device.

(d) All requests for replacement or modification as outlined in A-C above will require a
new evaluation and complete documentation. If new equipment is approved, the old equipment must be
turned in.

(e) Invoice: The manufacturer's invoice must be forwarded to the Medicaid Prior
Authorization unit at the time the claim is filed.

() Trial Period: No communication components will be approved unless the client has
used the equipment and demonstrated an ability to use the equipment. Prior authorization for rental may
be obtained for a trial period. This demonstrated ability can be documented through periodic use of
sample/demonstration equipment. Adequate supporting documentation must accompany the request.

(g) Repair: Repairs are covered only to the extent not covered by the manufacturer's
warranty. Repairs must be prior authorized. Battery replacement is not considered repair and does not
require prior authorization.

(h) Loss/Damage: Replacement of identical components due to loss or damage must be
prior authorized. These requests will be considered only if the loss or damage is not the result of misuse,
neglect, or malicious acts by the users.

(i) Component/Accessory Limits: Components or accessories which are not medically
required will not be approved. Examples of non-covered items include, but are not limited to, printers,
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modems, service contracts, office/business software, software intended for academic purposes,
workstations, or any accessory that is not medically required.

Author: Patricia Harris, Administrator, LTC Project Development/Policy Unit.
Statutory Authority: State Plan; 42 CFR, Section 440.70; Title XIX, Social Security Act.
History: April 26, 1999. Amended: Filed August 21, 2001; effective November 16, 2001.

Rule No: 560-X-13-.15 Oxygen Therapy Coverage

(1) Effective December 1, 2000, Oxygen Therapy is covered for adults based on medical
necessity and must be prior authorized by the Medicaid Agency. Requests for prior authorization must be
made on the appropriate Alabama Prior Review and Authorization Request Form. The request must be
accompanied by appropriate medical and other required documentation.

(2) The medical diagnosis must indicate a chronic debilitating medical condition, with evidence
that other forms of treatment (such as medical and physical therapy directed at secretions, bronchospasm
and infection) were tried without success and that continuous oxygen therapy is required. Oxygen will not
be approved for PRN use only.

Author: Patricia Harris, Administrator, LTC Project Development/Policy Unit.
Statutory Authority: State Plan; 42 CFR, Section 440.70; Title XIX, Social Security Act.
History: New Rule: Filed August 21, 2001; effective November 16, 2001.

Rule No. 560-X-13-.16 External Breast Prostheses

(1) Effective June 1, 2001, external breast prostheses following mastectomy for breast cancer
are covered for all Medicaid-eligible recipients meeting the criteria.

(2) Coverage is available for the external breast prostheses when all of the following criteria

are met:

(a) Recipient must be eligible for Medicaid on the date of service for provision of
prostheses;

(b) The date of the mastectomy and the ICD-9 diagnosis code for which was performed
(174.0-174.9, 198.81, 233.0) is provided in the clinical statement section of the appropriate Alabama Prior
Review and Authorization Request Form; and

(c) The appropriate procedure codes are billed as indicated below:

Procedure Code Description Limits
L8000 Breast prosthesis, mastectomy bra, 6/year
maximum of 4 on initial request.
L8015 External breast prosthesis garment,
with mastectomy form 2lyear
L8020 Breast prosthesis, mastectomy form *x
L8030 Breast prosthesis, silicone or equal *x
*L.8035 Custom breast prosthesis, post
mastectomy, molded to patient model
*L.8039 Breast prosthesis, not otherwise classified

evaluated on a case-by-case basis with
submission of pricing information and
medical documentation

*These codes will be reviewed on a case-by-case basis. Additional documentation may be requested to
determine medical necessity for coverage.
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**Limited to two of L8020 per year or one L8020 and one L8030 per year or two of L8030 per year or one
L8030 and one L8020 per year.

(2) Requests for prior authorization must be made on the appropriate Alabama Prior Review
and Authorization Request Form and submitted to the EDS Prior Authorization Unit to obtain approval
before providing the prosthetic devices.

(3) Maximum calendar year limits apply to each of the procedures as indicated above.

Author: Patricia Harris, Administrator, LTC Program Management Unit.

Statutory Authority: State Plan; 42 CFR, Section 440.70; Title XIX, Social Security Act.

History: New Rule: Filed August 21, 2001; effective November 16, 2001. Amended: Filed June 21,
2004; effective September 15, 2004.

Rule No. 560-X-13-.17 Motorized/Power Wheelchairs for Adults

(1) Motorized/power wheelchairs are a covered benefit for patients aged 21 and over who
meet full Medicaid eligibility criteria and medical necessity. Motorized/power wheelchair base codes
covered are KO010, K0011, KO012, KO014. The patient must meet criteria applicable to manual
wheelchairs pursuant to this chapter and the Medicaid Provider Manual and the following additional
criteria:

(&) Documentation that a manual wheelchair cannot meet medical needs; and
(b) Documentation of long term need for the chair (6 months or longer).

(2)  Application process: All requests for motorized/power wheelchairs are subject to the
Medicaid Prior Approval provisions and the following additional provisions:

(&) Medical documentation to support diagnosis from the patient's attending physician
who has conducted a medical evaluation consisting of medical history, physical examination,
assessment, and plan of care.

(b) An evaluation by a Physical Therapist or Occupational Therapist who meets
credentialing requirements as provided in the Motorized/Power Wheelchair section of the Medicaid
Provider Manual, conducted at sites specified therein and in accordance with, and the completion of, a
form approved and provided by Medicaid.

(c) A supplier providing motorized/power wheelchairs to recipients must be registered as
a Rehabilitation Technology Supplier (RTS) by the National Registry of Rehabilitation Technology
Suppliers (NRRTS). As an alternative, a supplier shall be certified as a Certified Rehabilitation
Technology Supplier (CRTS) or Assistive Technology Supplier (ATS) from Rehabilitation Engineering and
Assistive Technology Society of North America (RESNA). After October 1, 2004, only suppliers who are
certified may participate.

(d) Itemized list of items with pricing.

(3) Reimbursement will be made pursuant to Rule 560-X-13-.10.

(4) Limitations and Exclusions
(a) Patients may be approved for one motorized/power wheelchair every five years based
on medical necessity/criteria.
(b) Home/environmental and vehicle adaptations, equipment and modifications are not
covered.
(c) Repairs and/or replacement of parts require Prior Authorization.

Author: Wanda J. Davis, Associate Director, LTC Policy Advisory Unit.
Statutory Authority: State Plan; 42 CFR, Section 440.70; Title XIX, Social Security Act.
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History: New Rule: Emergency Rule filed and effective June 20, 2003. Amended: Filed July 21, 2003;
effective October 24, 2003. Amended: Filed June 21, 2004; effective September 15, 2004. Amended:
Filed July 20, 2005; effective October 14, 2005.

Rule No. 560-X-13-.18 Basic Level Prosthetics, Orthotics, and Pedorthics for
Adults. New Rule

(1) Basic level prosthetics, orthotics and pedorthics are covered benefits to Medicaid eligibles
between the ages of 21 and 65 in a noninstitutional setting. These covered benefits are provided only by
prior authorization from the Alabama Medicaid Agency and based on medical necessity. The patient
must meet established Medicaid criteria applicable to prosthetic, orthotic, and pedorthic devices pursuant
to this chapter and the Medicaid Provider Manual.

Author: Hattie Nettles, Associate Director, LTC Policy Advisory Unit.

Statutory Authority: State Plan Attachments 3.1-A and 4.19-B; 42 CFR, Section 440.70; Title XIX,
Social Security Act.

History: New Rule: Filed December 17, 2007; effective March 17, 2008.
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Chapter 14. Family Planning

Rule No. 560-X-14-.01. Family Planning - General

1. Family planning services are defined as the services provided to:
€) Prevent or delay pregnancy.

2. Family planning services are available through providers enrolled with the Alabama Medicaid Agency,
including hospitals, primary care clinics, Rural Health Clinics, Federally Qualified Health Centers,
Provider-based Rural Health Clinics, the Statewide Family Planning Project, Planned Parenthood of
Alabama, Inc. and private physicians.

3. Acceptance of any family planning information or service is strictly voluntary on the part of the
recipient, and no form of duress or coercion should be applied to gain such acceptance. Individuals
are required to give written consent prior to receiving family planning services.

Author: Leigh Ann Payne, Program Manager, Medical Services Division
Statutory Authority: State Plan; 42 C.F.R. Section 440.40(c); Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Amended October 9, 1984, December 10, 1987, August 12,
1992, September 11, 1993, and October 13, 1998. Amended: Filed March 20, 2003; effective June 16,
2003.

Rule No. 560-X-14-.02. Eligible Individuals

1. Eligible individuals are those females of childbearing age and males of any age, including minors who
may be sexually active.

2. In determining recipient eligibility for family planning services, childbearing age is considered to be
between 10 and 55 years of age.

Authority: State Plan; 42 C.F.R., Section 441.20; Title XIX, Social Security Act. Rule effective October
1, 1982. Amended December 10, 1987. Effective date of this amendment August 12, 1992.

Rule No. 560-X-14-.03. Family Planning Services

1. The following services are covered services when provided by Family Planning providers. Details on
criteria required for each type of service is listed in Appendix C of the Alabama Medicaid Provider
Manual.

€)) Initial Visit - an in-depth evaluation of a new patient requiring the establishment of
medical records, evaluation of the data obtained, comprehensive history,
complete physical examination, appropriate diagnostic lab tests and/or
procedures, contraceptive and sexually transmitted disease prevention
counseling, and issuance of supplies or prescription as indicated. An initial visit
is limited to one per provider per individual, per lifetime.

(b) Annual Visit - the re-evaluation of an established patient requiring an update to
medical records, evaluation of the new data obtained, interim history, complete
physical examination, appropriate diagnostic laboratory tests and/or procedures,
family planning counseling, and adjustment of contraceptive management as
indicated. An annual visit is limited to one per calendar year.
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(©

(d)

()

(f)

Periodic Reuvisit - a follow-up evaluation of a new or existing family planning
condition. Services include a review with update of history, a review of the
effectiveness of current contraceptive method with counseling regarding any
existing problems and adjustment of contraceptive method to include issuance of
supplies as indicated. This visit includes scheduled follow-up, as medically
indicated, of chosen birth control method. Limited to no more than four (4)
revisits per calendar year.

Home Visit - a brief evaluation by a medical professional in the home of
established patients. Services provided include an abbreviated history, weight
and blood pressure, and contraceptive counseling with issuance of contraceptive
supplies if indicated. A follow-up clinic appointment is scheduled if indicated.
Limited to one visit during the 60-day post partum period.

Extended Family Planning Counseling Visit - a separate and distinct counseling
service provided at the time of the post partum visit requiring a minimum of 10
minutes of face-to-face contact. Limited to one service during the post partum
examination. This service is not available to an individual that has undergone a
sterilization procedure.

Routine laboratory screening tests such as pregnancy testing, STD/HIV test,
Pap smear, hemoglobin or hematocrit and urinalysis are covered when
performed as a part of the initial/annual family planning service.

2. The following procedures are covered under Family Planning if provided for contraceptive purposes:

(@)
(b)
(©)

Insertion or removal of implantable contraceptive capsules when performed by or
under the supervision of a physician.

Insertion or removal of intrauterine devices when performed by or under the
supervision of a physician.

Fitting of a diaphragm when performed by or under the supervision of a
physician.

3. Medically approved pharmaceutical supplies and devices such as oral contraceptive pills, foams,
jellies, creams, diaphragms, intrauterine devices, injections and implants are covered if provided for
family planning purposes.

Author: Leigh Ann Payne, Program Manager, Medical Services Division
Statutory Authority: State Plan; 42 C.F.R. Section 441.20; Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Amended February 9, 1987, December 10, 1987, June 12,
1991, August 12, 1992, September 11, 1993, and August 12, 1995.. Amended: Filed February 18, 2003;
effective May 16, 2003. Amended : Filed February 18, 2003. Amended: Filed March 20, 2003;

effective June 16, 2003.

Rule No. 560-X-14-.04. Sterilizations

Surgical procedures for male and female recipients as a method of birth control are covered services
under the rules and regulations set forth below:

1. Rules and Regulations Concerning Federal Financial Participation for Sterilization, effective February
6, 1979, apply in the following instances:

(@)

(b)
(©)

14-2

The individual is at least twenty-one (21) years old at the time consent is
obtained,;

The individual is not a mentally incompetent individual,

The individual has voluntarily given informed consent in accordance with all
requirements;
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(d) At least 30 days, but not more than 180 days have passed between the date of
informed consent and the date of the sterilization, except in the case of
premature delivery or emergency abdominal surgery.

(e) An individual may consent to be sterilized at the time of a premature delivery or
emergency abdominal surgery if at least 72 hours have passed since informed
consent for the sterilization was given. In case of premature delivery, the
informed consent must have been given at least 30 days before the expected
date of delivery.

2. Mentally Incompetent or Institutionalized Individuals: Payment is not available for the sterilization of a
mentally incompetent or institutionalized individual.

3. Claims for Sterilization Procedure Performed on or after February 6, 1979:

4. Sterilization claims will be paid only when in conformity with the guidelines set forth in this regulation,
and completion of consent forms, [three (3) copies of form 193]. See Chapter 28 of this Code for
consent form sample. In the event that the recipient does not meet the above requirements and
elects to have the sterilization, the provider may bill the recipient for the sterilization.

5. Sterilization consent forms are to be completed as follows:

(a) The patient's birthdate will reflect the patient was at least 21 years of age when
he/she signed and dated the consent form.

(b) The counselor's signature date, as well as the patient's signature date will reflect
at least 30 days, but not more than 180 days have passed prior to the procedure
being done.

(c) Due to the wording of the physician's statement, the physician signature and date

can only be affixed after the procedure has been completed. The physician
statement and signature must reflect at least 30 but not more than 180 days have
passed since the patient signed.

(d) It is of vital importance that each copy of the consent form 193 be utilized in the
correct manner. When these forms are fully completed:

Copy 1 - Patient - to be given to the patient.
Copy 2 - Payment Purpose - to be utilized for payment.

Copy 3 - Patient's Permanent Record - to be placed in the patient's permanent record
with copies being made to accommodate both the facility and physician.

6. Providers must submit a sterilization consent form with his claim or it will be returned. The provider
must submit the claim within the time frame set forth by regulations in Chapter 1 of this Code,
General.

7. Sterilization reversals requested as a result of a previous voluntary surgical sterilization will not be
covered.

Author: Leigh Ann Payne, Program Manager, Medical Services Division

Statutory Authority: State Plan; 42 C.F.R. Sections 441.250, 441.251, 441.252, 441.253, 441.257,
441.258, and Appendix to Subpart F; Title XIX, Social Security Act. History: Rule effective October 1,
1982. Amended July 9, 1984, October 11, 1986, December 10, 1987, August 12,1992, and September
11, 1993. Amended: Filed March 20, 2003; effective June 16, 2003.
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Rule No. 560-X-14-.05. Non-family Planning Services

1. Medically necessary procedures for the treatment of iliness or injury, which would inevitably have a
secondary effect of rendering an individual incapable of reproducing are not classified as family
planning procedures. Claims for such procedures are payable based on determination of medical
necessity under the same procedures used by the fiscal agent in claims processing.

2. Sterilization by hysterectomy is not a family planning covered service.

3. Abortions are not covered as a family planning service. Refer to Chapter 6 of this Code, Physician's
Program.

4. Hospital charges resulting from recipient deciding not to be sterilized after entering the hospital for
sterilization purposes cannot be reimbursed as a family planning service.

5. Removal of an IUD because the recipient has a uterine/pelvic infection is not considered a family
planning service and is not reimbursable as such.

6. Colposcopy and biopsy of cervix/vagina performed to identify and treat medical conditions are not
considered family planning services.

7. Medical complications requiring treatment (i.e., perforated bowel) caused by or following a family
planning procedure cannot be a covered family planning service.

8. Any procedure/service provided to a woman who is known to be pregnant cannot be considered a
family planning service.

Removal of contraceptive implants due to medical complications are not family planning services;
however, the removal may be covered as a medical service through the Physician's Program.

Diagnostic or screening mammograms are not considered family planning services.

Author: Leigh Ann Payne, Program Manager, Medical Services Division

Statutory Authority: State Plan; 42 C.F.R., Sections 401 et seq.; 441.250, 441.251, 441.252, and
441.255; Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Amended July 9, 1984, March 12, 1987, December 10, 1987,
August 12, 1992, and September 11, 1993. Amended: Filed March 20, 2003; effective June 16, 2003.

Rule No. 560-X-14-.06. Reserved

Rule No. 560-X-14-.07. Consent for Health Services for Certain Minors and Others

1. Chapter 1 of this Code, General, contains references to the Code of Alabama, 1975, regarding the
rights of minors to consent to any legally authorized medical, dental, or other health services for
himself or herself.

2. llliterate recipients may give consent for family planning services by making their mark (i.e., "X") on
the appropriate line. This type of consent for services must be witnessed by an adult with his/her
signature after the phrase "witnessed by."

Authority: Code of Alabama, 1975, Section 22-8-1, et seq.; 42 C.F.R., Sections 401 et seq., 441.20.
Rule effective October 1, 1982. Amended December 10, 1987. This amendment effective August 12,
1992.
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Rule No. 560-X-14-.08. Family Planning Drugs
1. The co-payment on prescription drugs, and any indicated refills for Medicaid recipients does not apply
to drugs and supplies designated as family planning items.

2. Medically approved pharmaceutical supplies and devices such as oral contraceptive pills,
diaphragms, intrauterine devices, injections and implants are covered if provided for family planning
purposes.

Author: Leigh Ann Payne, Program Manager, Family Planning
Statutory Authority: State Plan; 42 C.F.R. Section 401, et seq.; Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Amended August 12, 1992. Amended: Filed February 18,
2003; effective May 16, 2003.

Rule No. 560-X-14-.09. Billing of Medicaid Recipients by Providers

1. Refer to Chapter 1 of this Code for general information regarding providers billing Medicaid recipients.
2. Medicaid recipients are exempt from co-payment requirements for family planning services.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R., Section 447.15. Rule effective August
12, 1992. Effective date of this amendment August 12, 1995.

Rule No. 560-X-14-.10. Reports
1. The Medicaid fiscal agent will provide a report on sterilization claims adjudicated to be used for
reporting expenditures to Centers for Medicare and Medicaid Services.

2. The fiscal agent shall generate a report of Family Planning expenditures to be used for reporting
expenditures to the Centers for Medicare and Medicaid Services.

Author: Leigh Ann Payne, Program Manager, Medical Services Division
Statutory Authority: State Plan; 42 C.F.R., Section 401, et seq.; Title XIX, Social Security Act.

History: Rule effective October 1, 1982, and August 12, 1992. Amended: Filed March 20, 2003;
effective June 16 2003.

Rule No. 560-X-14-.11. Alabama Medicaid Provider Manual

1. The Alabama Medicaid Provider Manual, including Appendix C, which details the elements of each
family planning visit, instructions for completion of forms, and procedures to follow in the
administration of the local program, is provided to each enrolled provider.

2. Family planning providers will be required to follow procedures outlined in the manual. Failure to do
so may result in the recoupment of claims paid to the provider.

Author: Leigh Ann Payne, Program Manager, Medical Services Division
Statutory Authority: State Plan; 42 C.F.R., Section 401, et seq.; Title XIX, Social Security Act.
History: Rule effective August 12, 1992. Amended: Filed March 20, 2003; effective June 16, 2003.
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Chapter 15 — Dental Program

Rule No. 560-X-15-.01. Dental Program - General.

(2) The availability of certain dental health care services for eligible children under age 21 is
required through the Alabama Medicaid Program as part of the Early and Periodic Screening, Diagnosis,
and Treatment (EPSDT) Program.

(2) Dental providers must be licensed to practice in the State in which the service is
provided. Dentists are exempt from a contract requirement at the present time, but must enroll with the
fiscal agent and be assigned a provider number for each office location. Each claim filed constitutes a
contract with the Alabama Medicaid Agency, and represents that the services provided and fees charged
are usual and customary by community standards and payment.

3) Dental Services are defined as any diagnostic, preventive, or corrective procedures
administered by or under the direct supervision of a dentist licensed to practice in the state the service is
provided. Such services include treatment of the teeth and the associated structures of the oral cavity,
and of disease, injury, or impairment which may affect the oral or general health of the individual. Such
services shall maintain a high standard of quality and shall be within the reasonable limits of those
services which are customarily available and provided to most persons in the community.

4) Patient Identification
€) The Alabama Medicaid Agency issues a plastic Medicaid Eligibility Card to
persons when they are first eligible for benefits.
(b) The provider must verify eligibility through the fiscal agent office. The recipient or
responsible adult is required to present this card with some form of identification when requesting
services.

(c) It is most important that a provider's staff verify a Medicaid recipient's eligibility,
since claims submitted on ineligible persons cannot be paid by Medicaid.
(d) Chapter One, General, Alabama Medicaid Agency Administrative Code, contains

information about the identification of Medicaid recipients.

(5) Providers who agree to accept Medicaid payment must agree to do so for all covered
services rendered during a particular visit. The dentist agrees when billing Medicaid for a covered service
that the dentist will accept as payment in full the amount paid by Medicaid for that service and that no
additional charge will be made. Providers may not bill Medicaid recipients they have accepted as patients
for covered services. The dentist shall not charge or bill the recipient for cancelled or missed
appointments. Conditional collections from patients made before Medicaid pays, which are to be
refunded after Medicaid pays, are not permissible. The dentist may bill the patient for services rendered
in the following circumstances:

(&) when benefits are exhausted for the set limit or
(b) when the service is a Medicaid non-covered benefit.

Refer to Chapter One, General, Alabama Medicaid Agency Administrative Code, for further information
regarding Provider Rights and Responsibilities.

Author: Tina Edwards, Dental Program

Statutory Authority: State Plan, Attachment 3.1-A, page 1.2, 4.b (4); Title XIX, Social Security Act; 42
C.F.R. Section 441.57.

History: Rule effective October 1, 1982; April 12, 1984; June 8, 1985; December 1, 1986; March 12,
1987; April 1, 1991; June 12, 1991; January 13, 1993. Amended: Filed July 20, 2000; effective October
11, 2000. Amended: Filed March 22, 2004, effective June 16, 2004.
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Rule No. 560-X-15-.02. Covered Dental Services.

A listing of the covered dental procedures and their limitations are included in the Alabama
Medicaid Provider Manual, Chapter 13, which is provided by the fiscal agent.

Author: Tina Edwards, Dental Program

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq.

History: Rule effective October 1, 1982; April 1, 1991. Amended: Filed July 20, 2000; effective October
11, 2000. Amended: Filed March 22, 2004, effective June 16, 2004.

Rule No. 560-X-15-.03. Limitations.

(1) Dental care is limited to Medicaid eligible individuals who are under age 21 and are
eligible for treatment under the EPSDT Program. Complete details on coverage limitations are contained
in Chapter 13 of the Alabama Medicaid Provider Manual. Below are general guidelines.

(2) Dental care under this Program is available either as a result of the EPSDT Referral or as

a result of request/need by the recipient. Conditions for each situation are as follows:

(a) EPSDT Referral. If the EPSDT Screening Provider determines a
recipient requires dental care or if the recipient is 3 years of age or older and is not currently under the
care of a dentist, the recipient must be referred to an enrolled dentist for diagnosis and/or treatment.
After the recipient's dental care is initiated, the Consultant's portion of the general referral form must be
completed by the dentist and the appropriate copy must be returned to the screening provider.

(b) Recipient Seeking Treatment. If a recipient who has not been
screened through the EPSDT Program requests dental care, care may be provided without having an
EPSDT Referral. In this situation, after the required care is completed, the dentist should advise the
recipient to seek an EPSDT provider to obtain a complete medical assessment.

3) A periodic oral examination is limited to once every six months for eligible Medicaid
recipients under age 21.

(4) Dental sealants are covered by Medicaid, and are limited to one application per tooth in a
recipient's lifetime. Refer to Chapter 13 of the Alabama Medicaid Provider Manual for specific limitations.

(5) Orthodontia is covered by Medicaid and is limited to medically necessary orthodontic
services for eligible and qualified recipients. The services must be provided as a continuation of
treatment initiated through multidisciplinary clinics administered by Alabama Children's Rehabilitation
Service or other qualified clinics enrolled in the Medicaid Dental Program as a contract vendor. All
medically necessary orthodontic treatment must be prior authorized by Medicaid.

(6) Radiological procedures are limited to those required to make a diagnosis. The
radiographs should show all areas where treatment is anticipated. All x-ray films must be properly
mounted suitable for interpretation and identification, with the patient's name, date, name of dentist, and
marked "left" and "right". Specific limitations are outlined in Chapter 13 of the Alabama Medicaid Provider
Manual.

Author: Tina Edwards, Dental Program

Statutory Authority: State Plan, Attachment 3.1-A, page 1.2, 4.b (4); Title XIX, Social Security Act; 42
C.F.R. Section 441.57.

History: Rule effective October 1, 1982; June 8, 1985; December 1, 1986; March 12, 1987; March 10,
1987; June 10, 1987; April 1, 1988; June 10, 1988; February 9, 1989; March 14, 1989; July 1, 1989; April
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1, 1991; June 12, 1991; April 14, 1992. Amended: Filed July 20, 2000; effective October 11, 2000.
Amended: Filed March 22, 2004; effective June 16, 2004.

Rule No. 560-X-15-.04. Reserved

Rule No. 560-X-15-.05. Prior Authorization.

(1) Certain services require prior authorization. Refer to Chapter 13 of the Alabama
Medicaid Provider Manual.

Author: Tina Edwards, Dental Program

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq.
History: Rule effective October 1, 1982; May 9, 1984; January 8, 1985; August 9, 1985; April 1, 1991;
June 12, 1991; January 13, 1993. Amended: Filed July 20, 2000; effective October 11, 2000.
Amended: Filed March 22, 2004; effective June 16, 2004.

Rule No. 560-X-15-.06. Participation Requirements.

(1) Dental clinics administered by the Alabama Department of Public Health may participate
in the program if they are approved by and enter into a vendor agreement (contract) with Medicaid.
Providers who meet the Alabama Medicaid Agency enrollment requirements are eligible to participate in
the Alabama Medicaid Program. An enroliment application may be requested from the Medicaid fiscal
agent or downloaded from the Medicaid website at www.medicaid.state.al.us. Completed enrollment
applications should be returned to Provider Enroliment at the address indicated on the form. Providers
must complete an enrollment or an additional location enrollment application for each practice location.

(2) The Alabama Medicaid Agency will make payment for services to licensed, enrolled
dental providers. All providers must meet the requirements to practice dentistry as set forth by the
Alabama Dental Practice Act, Ala. Code Section 34-9-6.

3) In accordance with federal law, Medicaid providers shall ensure that no person will, on
the grounds of race, color, creed, national origin, age or handicap, be denied the benefits of, be excluded
from participation in, or be subjected to discrimination under any program of services provided by the
Agency. Compliance with Federal Civil Rights and Rehabilitation Acts is required of a provider
participating in the Alabama Medicaid Program.

(4) Direct payments are made for allowable charges to providers for covered medical
services and supplies furnished eligible Medicaid recipients.

(5) Refer to Chapter 20 concerning third party insurance carriers.

Author: Tina Edwards, Dental Program

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 400,100, 441.56.
History: Rule effective October 1, 1982; March 14, 1989; July 1, 1989; April 1, 1991; June 12, 1991,
April 14, 1992. Amended: Filed July 20, 2000; effective October 11, 2000. Amended: Filed March 22,
2004; effective June 16, 2004.
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Rule No. 560-X-15-.07. Assuring High Quality Care.

Q) Under the provisions of Federal and State law, Medicaid must establish a mechanism
to insure that all such care is of good quality and that service(s) for  which billing was made conforms to
that which was done. See Chapter 2, Rule No. 560-X-2-.01. (2)(b) and (3) for criteria.

Author: Tina Edwards, Dental Program
Statutory Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, et seq.
History: Rule effective October 1, 1982. Amended: Filed March 22, 2004, effective June 16, 2004.

Rule No. 560-X-15-.08. Submitted Charges.

(1) Fees submitted shall not exceed usual, customary, and reasonable rates paid by the non-
Medicaid population of the community. Participating dentists will be reimbursed by Medicaid for covered
dental services. Providers should bill their usual and customary fees for dental services.

(2) The provider shall not charge Medicaid for services rendered on a no-charge basis
to the general public.

3) If the provider offers discounts or rebate to the general public, a like amount shall be
adjusted to the credit of Medicaid on the Medicaid claim form, or such other method as Medicaid may
prescribe.

(4) Orthodontic services provided as a continuation of treatment initiated through
multidisciplinary clinics administered by Alabama Children's Rehabilitation Service (CRS) or other
qualified multidisciplinary clinics are reimbursable if the clinics are approved by and enter into a vendor
agreement (contract) with Medicaid. Fees paid for the services shall not exceed the reasonable rates
established in the Medicaid statewide profile for medically necessary orthodontic services.

Author: Tina Edwards, Dental Program

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 CFR Section 401, et seq.

History: Effective date of this emergency rule is April 1, 1991. Effective date of this amendment is June
12,1991. Amended: Filed March 22, 2004, effective June 16, 2004.

Rule No. 560-X-15-.09. Mobile Dental Clinics.

(2) A mobile dental facility or portable dental operation (Mobile Dental
Clinic) is any self-contained facility in which dentistry or dental hygiene is practiced which may be moved,
towed, or transported from one location to another.

(2) Mobile Dental Clinics shall comply with all Medicaid rules and
regulations as set forth in the State Plan, Alabama Medicaid Administrative Code, Code of Federal
Regulations and applicable Medicaid billing manuals.

3) In order to enroll as a Mobile Dental Clinic, an operator shall:
€) obtain a certificate of registration issued by the Board of Dental
Examiners (the Board); and
(b) complete an Alabama Medicaid Provider Enrollment application.
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4) Mobile Dental Clinics shall comply with the following consent requirements:

€) The operator of a Mobile Dental Clinic shall not perform services on a minor
without the signed consent from the parent or guardian. The consent form shall be established by the
Board.

(b) The consent form shall inquire whether the prospective patient has
received dental care from a licensed dentist within one year and if so, the consent form shall request the
name, address, and phone number of the dental home. If the information provided to the operator does
not identify a dental home for the prospective patient, the operator shall contact the Alabama Medicaid
Agency for assistance in identifying a dental home for Medicaid eligible patients. If this information is
provided to the operator, the operator shall contact the designated dental home by phone, facsimile, or
electronic mail and notify the dental home of the prospective patient's interest in receiving dental care
from the operator. If the dental home confirms that an appointment for the prospective patient is
scheduled with the dentist, the operator shall encourage the prospective patient or his or her guardian to
seek care from the dental home.

(c) The consent form shall document that the patient, or legal
guardian, understands the prospective patient has an option to receive dental care from either the Mobile
Dental Clinic or his or her designated dental home if applicable.

(d) The consent form shall require the signature of a parent or
legal guardian.

(5) Each Mobile Dental Clinic shall maintain a written or electronic record detailing all of the
following information for each location where services are performed:
€) The street address of the service location.
(b) The dates of each session.
(c) The number of patients served.
(d) The types of dental services provided and the quantity of each
service provided.
(e) Any other information requested by rule of the Board or Medicaid.
(6) At the conclusion of each patient's visit to the Mobile Dental Clinic, the patient shall be

provided with a patient information sheet which shall also be provided to any individual or entity to whom
the patient has consented or authorized to receive or access the patient's records. The information sheet
shall include at a minimum the following information:
€) The name of the dentist or dental hygienist, or both, who
performed the services.
(b) A description of the treatment rendered, including billing service
codes and fees associated with treatment and tooth numbers when appropriate.
(c) If applicable, the name, address, and telephone number of any
dentist to whom the patient was referred for follow-up care and the reason for such referral.
(d)  The name, address, and telephone number, if applicable, of a
parent or guardian of the patient.

@) Mobile Dental Clinics shall comply with the following requirements for
Emergency Follow-up Care:
(@) The operator shall maintain a written procedure for emergency

follow-up care for patients treated in a Mobile Dental Clinic, which includes arrangements for treatment
and follow-up care by a qualified dentist in a dental facility that is permanently established within a 50-
mile radius of where mobile services are provided.

(b) An operator who either is unable to identify a qualified dentist in
the area or is unable to arrange for emergency follow-up care for patients otherwise shall be obligated to
provide the necessary follow up via the Mobile Dental Clinic or the operator may choose to provide the
follow-up care at his or her established dental practice location in the state or at any other established
dental practice in the state which agrees to accept the patient.

(c) An operator who fails to arrange or provide follow-up care
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as required herein shall be considered to have abandoned the patient, and will subject the operator and
any dentist or dental hygienist, or both, who fail to provide the referenced follow-up treatment to
termination as a Medicaid provider.

(8) The provider shall not charge Medicaid for services rendered on a no-charge basis to the
general public.

9) A Mobile Dental Clinic that accepts or treats a patient but does not refer patients for
follow-up treatment when such follow-up treatment is clearly necessary, shall be considered to have
abandoned the patient and will subject the operator and any dentist or dental hygienist, or both, who fails
to provide the referenced follow-up treatment to termination as a Medicaid provider.

(10) Mobile Dental Clinics shall comply with the following requirements for sale or cessation of

operation:

€) In the event a Mobile Dental Clinic is to be sold, the current
provider shall inform the Board and Medicaid, at least 10 days prior to the sale being completed and shall
disclose the purchaser to the Board and Medicaid, via certified mail within 10 days after the date the sale
is finalized.

(b) The provider shall notify the Board and Medicaid, at least 30 days
prior to cessation of operation. Such notification shall include the final day of operation, and a copy of the
notification shall be sent to all patients and shall include the manner and procedure by which patients may
obtain their records or transfer those records to another dentist.

(c) It is the responsibility of the provider to take all necessary action to ensure that
the patient records are available to the patient, a duly authorized representative of the patient, or a
subsequent treating dentist. For purposes of this subsection, a patient shall mean any individual who has
received any treatment or consultation of any kind within two years of the last date of operation of the
Mobile Dental Clinic.

Author: Leigh Ann Hixon, Dental Program

Statutory Authority: State Plan Attachment 4.19-B; Title XIX, Social Security Act; 42 CFR Section
440.100; Alabama Act No. 2008-279.

History: New Rule: Filed June 20, 2008; effective September15, 2008.
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Rule No. 560-X-16-.01. Pharmacy Services - General.

(1) The State Plan provides for the payment of certain legend and non-legend drugs
prescribed by Doctors of Medicine, and other practitioners including, but not limited to nurse practitioners
and dentists who are legally authorized to prescribe these drugs and when dispensed by a licensed
pharmacist or licensed authorized physician in accordance with state and federal laws.

(2) In accordance with the Medicaid Drug Amendments contained in the Omnibus Budget
Reconciliation Act of 1990, (Public Law 101-508), the following shall apply: with the exception of
allowable published exclusions, only those drugs manufactured by companies having signed rebate
agreements with the Secretary of Health and Human Services are compensable. The exclusions are:

(a) DESI and IRS drugs which may be restricted in accordance with Section 1927(d)(2) of
the Social Security Act

(b) Agents when used for anorexia, weight loss, or weight gain except for those specified
by the Alabama Medicaid Agency

(c) Agents when used to promote fertility except for those specified by the Alabama
Medicaid Agency

(d) Agents when used for cosmetic purposes or hair growth except for those specified by
the Alabama Medicaid Agency

(e) Agents when used for the symptomatic relief of cough and cold except for those
specified by the Alabama Medicaid Agency

(H Agents when used to promote smoking cessation

(g) Prescription vitamin and mineral products, except prenatal vitamins and fluoride
preparations and others as specified by the Alabama Medicaid Agency

(h) Nonprescription drugs except for those specified by the Alabama Medicaid Agency

(i) Covered outpatient drugs which the manufacturer seeks to require as a condition of
sale that associated test or monitoring services be purchased exclusively from the manufacturer or its
designee

() Barbiturates and benzodiazepines except for those specified by the Alabama
Medicaid Agency

(k) Agents when used for the treatment of sexual or erectile dysfunction, unless
authorized for medical necessity.

(3) Medicaid will pay for approved drug items when they are properly prescribed for eligible
Medicaid recipients.

(4) Telephone prescriptions are not allowed for Schedule Il controlled substances. The
pharmacist must obtain an original prescription and maintain that documentation on file. EXCEPTION: In
accordance with Alabama pharmacy law, Controlled Substances Act, §20-2-58(c), a prescription written
for Schedule Il substances for a resident of a long-term care facility may be transmitted by the practitioner
or the agent of the practitioner to the dispensing pharmacy by facsimile. The facsimile shall serve as the
original written prescription.

(5) The pharmacist initiates a two part Medicaid Pharmacy Claim. The original part of the
claim must be retained by the pharmacy for State and audit purposes, and the duplicate is submitted to
the fiscal agent for payment. Claims for services may be filed electronically if the provider has signed an
electronic claim agreement with the Alabama Medicaid Agency.

(6) Eligible recipients have freedom of choice in the selection of a pharmacy that has a current

Pharmacy Vendor Agreement, and must be accorded the same courtesies and services rendered to all
other patrons of the pharmacy.
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(7)  Title XIX (Medicaid) prescriptions should be written and dated for either legend or over-the-
counter drugs. Signatures by the prescribing physician are required on all prescriptions for Schedule Il
drugs. Stamped or typewritten signatures are not acceptable. Schedule Il drugs may not be dispensed
to Medicaid recipients without an original prescription. Therefore, call-in prescriptions are not acceptable
for Schedule Il drugs. Telephone prescriptions for non-controlled drugs and drugs other than Schedule I
drugs are acceptable without subsequent signature of the practitioner. EXCEPTION: In accordance with
Alabama pharmacy law, Controlled Substances Act, §20-2-58(c), a prescription written for Schedule Il
substances for a resident of a long-term care facility may be transmitted by the practitioner or the agent of
the practitioner to the dispensing pharmacy by facsimile. The facsimile shall serve as the original written
prescription.

(a) Effective April 1, 2008, all prescriptions for outpatient drugs for Medicaid recipients
which are executed in written (and non-electronic) form must be executed on tamper-resistant
prescription pads. The term “written prescription” does not include e-prescriptions transmitted to the
pharmacy, prescriptions faxed to the pharmacy, or prescriptions communicated to the pharmacy by
telephone by a prescriber. This requirement does not apply to refills of written prescriptions which were
executed before April 1, 2008. It also does not apply to drugs provided in nursing facilities, intermediate
care facilities for the mentally retarded, and other institutional and clinical settings to the extent the drugs
are reimbursed as part of a per diem amount, or where the order for a drug is written into the medical
record and the order is given directly to the pharmacy by the facility medical staff.

1. If awritten prescription is received which is not on a tamper-resistant prescription
blank, the pharmacy must contact the prescribing provider and either have the prescription re-submitted
in compliant written form or convert the prescription, where otherwise allowable, into verbal, faxed or
electronic form.

2. In an emergency situation where the pharmacy is unable to contact the
prescribing provider, the pharmacy may choose to fill the prescription from the non-compliant form and
subsequently obtain a prescription in compliant form. If a compliant prescription cannot be obtained
within 72 hours, the pharmacy must withdraw the claim.

3. To be considered tamper-resistant on or after April 1, 2008, a prescription pad
must contain at least one of the following three characteristics:

(i) one or more industry-recognized features designed to prevent unauthorized
copying of a completed or blank prescription form; or

(i) one or more industry-recognized features designed to prevent the erasure or
modification of information written on the prescription by the prescriber; or

(iii) one or more industry-recognized features designed to prevent the use of
counterfeit prescription forms.

4. To be considered tamper-resistant on or after October 1, 2008, a prescription pad
must contain all of the foregoing three characteristics.

(8) Pharmacies shall use the correct physician license number when submitting a pharmacy
claim to Medicaid.

(9) Pharmacies should not dispense refill medication to recipients until such time that at least
75% of the original days supply should have been utilized. Pharmacists must have documentation on the
original prescription that the prescribing physician was consulted and the physician approved reason for
dispensing. Payments for early refills may be recouped by the Medicaid Agency.

(10) Pharmacies receiving hard denials such as early refill, therapeutic duplication and
excessive quantity must receive an override from Medicaid or its designated agent before payment will be
made.

(11) Any changes to the original prescription, such as physician approved changes in dosage,
should be documented on the original prescription.

(12) A provider agrees to accept as payment in full the amount paid by the State, plus any cost-
sharing amount to be paid by the recipient, for covered items, and further agrees to make no additional
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charge or charges for covered item to the recipient, sponsor, or family of the recipient. However, a
provider may bill the recipient for the appropriate allowable copayment amount.

(13) The provider may refuse to accept Medicaid for a Medicaid-covered item and bill the
recipient as a regular paying patron if the recipient is informed prior to dispensing the prescription. The
recipient has the right to have the prescription filled by any other authorized Medicaid provider.

Author: Tiffany Minnifield, Associate Director, Pharmacy Administrative Services.

Statutory Authority: State Plan Attachment 3.1-A and 4.18-B; Title XIX, Social Security Act; 42 CFR
Section 447.15, 447.331 & Section 401, et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law
101-508), and Public Law 110-28 (SSA Sec. 1903(i)).

History: Rule effective October 1, 1982. Amended July 8, 1983; March 12, 1984; July 9, 1984; June 8,
1985; April 11, 1986; November 10, 1987; April 14, 1992; March 13, 1993; January 1, 1994; March 15,
1994; April 12, 1996; February 11, 1997; November 12, 1997; February 10, 1998; and June 10, 1999.
Amended: Filed December 19, 2005; effective March 17, 2006. Amended: Filed March 20, 2006;
effective June 16, 2006. Amended: Emergency Rule filed and effective April 1, 2008. Amended: Filed
April 21, 2008; effective July 16, 2008.

Rule No. 560-X-16-.02. Requirements for Participation.

(1) A pharmacy must be operating under a permit or license to dispense drugs as issued by
the Alabama State Board of Pharmacy or appropriate authority in the State where the service is rendered.

(2) A pharmacy applicant must submit and have approved a pharmacy agreement signed by
owner, authorized representative, pharmacist, or dispensing physician.

(3) Pharmacies and dispensing physicians must agree to abide by the rules and regulations of
the program; must agree that payment for covered services will be accepted as payment in full.

(4) Pharmacy providers must agree to abide by the rules and regulations of third party billing
procedures (See Chapter 20 Third Party).

(5) Pharmacy providers must agree to keep records, including prescriptions, to fully disclose
extent of services rendered. Records, including purchase invoices, recipient signature logs, etc., should
be maintained within the State of Alabama. At a minimum the following records and/or documentation
must be available for examination: (1) prescription files and (2) invoices.

(6) Pharmacy providers must agree that the Alabama Medicaid Agency or its representative
may conduct audits of required records as necessary. Invoice records must be maintained and be readily
available for inspection. If, due to the location of the provider's records, Medicaid personnel are required
to go out of state for an audit, the organization being audited will bear all expenses and costs related to
the audit, including, but not limited to, travel and reasonable living expenses.

(7)  All Medicaid participating pharmacies must be in compliance with Title VI and VII of the
Civil Rights Act of 1964 and with Section 504 of the Rehabilitation Act of 1973.

Authority: State Plan Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.331 & Section 401, Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508) Rule
effective October 1, 1982. Amended October 7, 1983 and April 14, 1992. Amended March 15, 1994.
Amended November 12, 1997. Effective date of this amendment is February 10, 1998.
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Rule No. 560-X-16-.03. Drugs Dispensed by a Physician

(1) A physician may dispense drugs under the Alabama Medicaid Program if he has a current
agreement to dispense drugs with the Alabama Medicaid Agency.

(2) Dispensing physicians are enrolled as drug providers in the Pharmacy Program only where
adequate pharmacy services are not available.

(3) Adispensing physician may be enrolled as a drug provider in the Pharmacy
Program only if his practice is located more than 50 miles or 50 minutes from the nearest Medicaid-
enrolled pharmacy.

Author: Lynn Sharp, Associate Director, Policy Development Unit.

Statutory Authority: State Plan, Attachment 3.1-A and 4.19-B; Title XIX, Social Security Act; 42 CFR,
Section 447.331 and Section 401; et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-
508).

History: Rule effective October 1, 1982. Amended April 14, 1992. Amended: Filed August 20, 1999;
effective November 10, 1999.

Rule No. 560-X-16-.04. Pharmacy Services in Hospitals.

(1) Hospitals. Payment for drugs for inpatient hospital care under the Title XIX Program is
based on reasonable cost which allows payment (per diem) not to exceed Medicare levels.

Authority: State Plan Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.331 & Section 40l,Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508) Rule
effective October 1, 1982. Rule amended April 14, 1992. Amended November 12, 1997. Effective date
of this amendment is February 10, 1998.

Rule No. 560-X-16-.05 Long Term Care Facilities.

(1) (a) The nursing facility must meet the State and Federal Standards and the Title XIX rules
and regulations for pharmacy services.
(b) The payment limit for prescription drugs dispensed to patients confined in the Long
Term Care facilities must not exceed the upper limits as contained in Rule 560-X-16-.06.

(2)  Over-the-counter insulins, covered through the Medicaid pharmacy program may be
submitted for payment by utilizing the NDC number. All other OTC medications/products should be
included in the facility cost report. See Rule No. 560-X-16-.12.

(3) Payment for drugs dispensed with a unit dose system will be limited to those pharmacies
that make application and are approved by the Medicaid Pharmacy Program.

(4) Asan attachment to or included with such application, the pharmacy must include a
detailed explanation of the delivery system employed to provide drugs to the nursing facility.

(5) The furnishing of solid oral dosage form of a covered drug item by an approved unit dose
system is an acceptable method for providing drugs under the program.

(6) The basis of payment for the unit dose drug distribution system cannot exceed the upper
limits of payment as set forth by the regulations.

16-4 January 2009



Chapter 16 - Pharmaceutical Services

(7)  The Alabama Medicaid Agency requires that all prescriptions for Medicaid nursing home
patients who are on long-term therapy or maintenance drugs be written for a 30 up to a 34-day supply.
EXCEPTION: This requirement does not apply to those pharmacies that are utilizing a unit dose system
approved by the Alabama Medicaid Agency.

(8) Each pharmacy using an approved unit dose system must submit only one claim per drug
per recipient each month and only the amount of the prescribed drug actually consumed by the patient
may be included.

(9)  All medication orders are filled and/or dispensed from a signed original or direct copy of the
physician's prescription order as authorization for approved unit dose pharmacies. Exception:
Telephoned prescriptions for non-controlled drugs are acceptable without the subsequent signature of the
practitioner.

(10) Each dose is individually packaged in a sealed, tamper proof container and carries full
disclosure labeling, including, but not limited to, product name and strength, manufacturer's or distributor's
name, lot number and expiration date.

(11) When a resident leaves the facility and is expected to return, a facility shall hold all
medications until the return of the resident. All continued or re-ordered medications will be placed in
active medication cycles upon the return of the resident. If the resident does not return to the facility
within 30 days, any medications held by the facility shall be placed with other medications for destruction
or distribution as permitted by the State Board of Pharmacy regulations. If at the time of discharge it is
known that the patient will not return, medications may be destroyed or donated as allowed by State law.

Author: Stephanie Frawley, CPhT, Pharmacy Services.

Statutory Authority: State Plan, Attachment 3.1-A and 4.19-B; Title XIX, Social Security Act; 42 C.F.R.
Section 447.331 & Section 401, et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-
508).

History: Rule effective October 1, 1982. Amended April 14, 1992; November 12, 1997; and February
10, 1998. Amended: Filed March 19, 1999; effective June 10, 1999. Amended: Filed June 20, 2003;
effective September 15, 2003. Amended: Filed April 20, 2005; effective July 15, 2005.

Rule No. 560-X-16-.06. Reimbursement for Covered Drugs.

Q) Medicaid pays for certain legend and non-legend drugs prescribed by practitioners legally
licensed by the state of Alabama to prescribe the drugs authorized under the program and dispensed by
a licensed pharmacist or licensed authorized physician in accordance with state and federal laws as
stated in Rule 560-X-16-.01.

(2) Multiple Source Drugs. Reimbursement for covered multiple source drugs in the
Medicaid Program shall not exceed the lowest of:
€)) The federally mandated upper limit (FUL) for certain multiple source drugs as

established and published by CMS plus a reasonable dispensing fee as discussed in paragraph (6)
below;

(b) The Alabama Estimated Acquisition Cost (AEAC) for the drug plus a reasonable
dispensing fee (NOTE: AEAC is defined as Medicaid's best estimate of the price providers generally are
paying for a drug. Medicaid shall establish the AEAC for each drug based on the package size providers
most frequently purchase);

(c) The provider's Usual and Customary charge to the general public for the drug;

(d) The calculated State Maximum Allowable Cost (MAC).
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EXCEPTION: The FUL and/or State MAC may be waived for a brand innovator multiple-source
drug. For these cases the provider must provide documentation of the medical necessity for the brand
name rather than the available generic equivalent and receive an override.

3) Other Drugs. Reimbursement for covered drugs other than multiple source drugs shall
not exceed the lower of:

(a) The Alabama Estimated Acquisition Cost (AEAC) for the drug plus a reasonable
dispensing fee;

(b) The provider's Usual and Customary charge to the general public for the drug; or

(c) For blood clotting factor products, Medicare Part B Drug pricing plus a
reasonable dispensing fee.

4) Blood clotting factor products. In addition to providing blood clotting factor, providers of
the Alabama Medicaid Agency are required to provide, at the minimum, clinically appropriate items and
services to their hemophilia patients as outlined in Rule No. 560-X-16-.31.

(5) The pharmacist shall submit claims in the units specified on the prescription by the
prescribing physician up to a 34-day supply. Payment for units greater than 34 days may be recouped by
Medicaid unless the pharmacist can provide documentation to support the units dispensed. Medications
supplied in a dosage form that would prevent the dispensing of an exact 30 up to a 34-day supply for
chronic medications, such as insulin, may require quantities that exceed the 34-day maximum and would
not be subject to recoupment as long as the pharmacist can provide appropriate documentation.

(6) Dispensing fees set by the Agency. This fee is set by the agency and reviewed
periodically for reasonableness and, when deemed appropriate by Medicaid, may be adjusted
considering such factors as inflation and/or fee studies or surveys. A differential dispensing fee shall be
paid for non-retail providers.

(7 Unless 75% of the original days supply has been utilized or there is a documented
consultation with the prescribing physician only one dispensing fee is allowed for a 30 up to a 34-day
supply of the same drug per month.

(8) The Veterans Health Care Act of 1992 enacted section 340 B of the Public Health
Services Act, "Limitation on Prices of Drugs Purchased by Covered Entities". This Section provides that a
manufacturer who sells covered outpatient drugs to eligible entities must sign a pharmaceutical pricing
agreement with the Secretary of Health and Human Services in which the manufacturer agrees to charge
to Medicaid a price for covered outpatient drugs that will not exceed the average manufacturer price
decreased by a rebate percentage.

€) Eligible entities are as follows:
1. Federally qualified health centers.
2. Health centers for residents of public housing funded under section 340A
of the Public Health Services Act, (42 U.S.C. 256a.)
3. Family planning projects received grants or contracts under section 1001
of the Public Health Services Act, (42 U.S.C. 300.)
4, An entity receiving a grant for outpatient early intervention services for

HIV disease under subpart Il of part C of title XXVI of the Public Health Services Act, (42 U.S.C. 300ff
-51 et seq.)

5. A State-operated AIDS drug purchasing assistance program receiving
financial assistance.

6. A black lung clinic receiving funds.

7 A comprehensive hemophilia diagnostic treatment center receiving a
grant.

8. A native Hawaiian Health Center receiving funds.

9. An urban Indian organization receiving funds.

10. Any entity, certified by the Secretary, receiving assistance under title

XXVI of the Public Health Services Act, (42 U.S.C. 300ff et seq.)
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11. Any entity, certified by the Secretary, receiving funds relating in the
treatment of sexually transmitted disease.

12. A "disproportionate share" hospital as defined in section 1886 (d)(1)(B) of
the Social Security Act.

(9) When an eligible entity submits a bill to the Medicaid Agency for a drug purchase by or
on behalf of a Medicaid recipient, the amount billed shall not exceed the entity's actual acquisition cost for
the drug, as charged by the manufacturer at a price consistent with the Veterans Health Care Act of 1992,
plus the dispensing fee established by the Medicaid Agency. Covered entities are identified to Medicaid
by the Department of Health and Human Service. These entities will be notified by Medicaid of their
designation as a Veteran's Health Care Act provider. These providers are required to bill at actual invoice
cost plus dispensing fee. As manufacturer price changes occur, providers must ensure that their billings
are updated accordingly.

(10)  Audits of the eligible entities' claims submissions and invoices will be conducted by the
Medicaid Agency. Providers must be able to verify acquisition costs through review of actual invoices for
the time frame specified. Charges to Medicaid in excess of the actual invoice costs will be subject to
recoupment by the Medicaid Agency.

Author: Tiffany Minnifield, Associate Director, Pharmacy Services.

Statutory Authority: State Plan, Attachment 3.1-A and 4.19-B; Title XIX, Social Security Act; 42 CFR
Section 447.205 & Section 447.331; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508);
Veterans Health Care Act of 1992 (Public Law 102-585).

History: Rule effective October 1, 1982. Amended October 29, 1987: December 10, 1987; April 14,
1992; November 12, 1993; April 12, 1996; November 12, 1997; and February 10, 1998. Amended: Filed
March 19, 1999; Effective June 10, 1999. Amended: Filed March 20, 2002; effective June 14, 2002.
Amended: Filed April 20, 2005; effective July 15, 2005. Amended: Filed July 20, 2007; effective
December 14, 2007. Amended: Filed January 22, 2008; effective May 1, 2008.

Rule No. 560-X-16-.07 Out-of-State Pharmacies.

(1) Under State and Federal regulations, a pharmacy must sign an agreement with Alabama
Medicaid Agency. However, when a recipient is in another state and requires service, the following
procedure has been adopted.

(2) Pharmacies Bordering Alabama

(a) Pharmacies bordering Alabama may participate in the Alabama Medicaid Program by
completing an application for out-of-state pharmacies, and upon certification of the State Board of
Pharmacy in that state that the pharmacy is registered and has been issued a permit.

(b) The pharmacy must then sign a Pharmacy Vendor Agreement with Alabama Medicaid
Agency and agree to abide by the State pharmacy provider tax law.

(c) Pharmacies bordering Alabama are defined as those pharmacies located not more
than 30 miles from the border of Alabama.

(3) Pharmacies Not Bordering Alabama

(a) Drugs dispensed must be in concurrence with the limitations in place
for in-state providers.

(b) Reimbursement will be made only for hemophilia products and
specialty drugs which are not readily available in-state, and drugs dispensed to Medicaid recipients who
may be traveling outside the state of Alabama.

(c) Providers of specialty drugs shall list the names of the drugs for which
they intend to request reimbursement as well as the GCN or NDC numbers for each drug in the letter
requesting enroliment with the Alabama Medicaid Agency.
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(d) Pharmacies not bordering Alabama will be enrolled by the Medicaid fiscal agent on a
temporary basis.

(e) Pharmacies not bordering Alabama are defined as those pharmacies located more
than 30 miles from the border of Alabama.

Author: Lynn Sharp, Associate Director, Policy Development Unit

Statutory Authority: State Plan, Attachment 3.1A and 4.19B; Title XIX, Social Security Act; 42 CFR,
Section 447.331, Section 401, Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508).
History: Rule effective October 1, 1982. Amended June 8, 1984; April 14, 1992; November 12, 1997;
and February 10, 1998. Amended: Filed April 20, 1999; effective July 13, 1999. Amended: Emergency
rule filed and effective July 13, 1999. Amended: Filed October 20, 1999; effective January 12, 2000.
Amended: Filed December 18, 2000; effective March 12, 2001.

Rule No. 560-X-16-.08. Injections.

(1) Injectable drugs administered by physicians and outpatient hospitals are allowable.

(2) Claims for injectable medication administered by the physician should be made on the
Physician's Claim Form and submitted to the fiscal agent for payment.

(3) Claims for injectable medications administered in an outpatient hospital should be made on
the UB-8 92 and submitted to the fiscal agent by the outpatient facility.

(4) For information concerning injectable medications administered in renal dialysis facilities,
please refer to Rule No. 560-X-24-.05.

(5) The Medicaid Pharmacy Program will review and have final approval of injectable
medications and the rate of reimbursement that is billed to the fiscal agent by the physician or outpatient
hospital.

Authority: State Plan, Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.331 & Section 401, Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508) Rule
effective October 1, 1982. Amended May 9, 1984, November 10, 1987. Rule amended April 14, 1992.
Amended November 12, 1997. Effective date of this amendment is February 10, 1998.

560-X-16-.09. Reserved.

Rule No. 560-X-16-.10. Cost-Sharing

(1) Medicaid recipients are required to pay the designated co-pay amount for each prescription
filled and each refill.

(2) The cost-sharing fee does not apply to family planning drugs and supplies, or to drugs
prescribed for recipients under 18 years of age, recipients who are in a nursing facility or services
furnished to pregnant women.

(3) When a pharmacy fills a prescription for a Medicaid recipient under eighteen (18) years of

age, the pharmacist must verify the age of the individual by checking the date of birth on the eligibility
card. Co-payment on drug claims for family planning drugs and supplies will be determined by the
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national drug code numbers. No further indication is necessary on the claim form for a Medicaid recipient
under eighteen (18) years of age or for claims submitted for family planning drugs and supplies.

(4) When a pharmacy fills a prescription for a Medicaid recipient residing in a nursing facility in
Alabama the pharmacy provider must indicate a large "I" in the Co-pay block on the Medicaid Pharmacy
Claim Form or appropriate space for other approved drug claim submission methods (i.e., continuous
feed form, tape-to-tape, etc.).

(5) When a pharmacist dispenses a prescription for a Medicaid eligible woman on which the
physician has written PREGNANT, the pharmacist shall place a "P" in the Co-pay block on the Medicaid
Pharmacy Claim Form or appropriate space for other approved drug claim submission methods (i.e.,
continuous feed form, tape-to-tape, etc.).

(6) Copayment Collection: Copayment is based on drug ingredient cost of the dispensed
prescription. The schedule is furnished by the Medicaid Agency Pharmacy Program.

(7) A provider may not deny services to any eligible individual on account of the individual's
inability to pay the copayment amount.

Authority: State Plan, Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.15, Section 447.53, & Section 447.331; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-
508). Rule effective October 1, 1982. Amended September 8, 1983, December 6, 1984 and June 8,
1985; Rule amended April 14, 1992. Amended November 12, 1997. Effective date of this amendment is
February 10, 1998.

Rule No. 560-X-16-.11. Pharmacist Consultant Services in Nursing Facilities.

(1) Federal regulations require pharmacy consultant services in nursing facilities as a condition
of participation. This requirement recognizes the professional status of the pharmacist and makes him an
integral part of the health care team.

(2) The requirement that there be pharmacy consultant services is imposed on the facility as a
condition of participation. Thus, compensation is appropriately an arrangement between the facility and
the consultant.

Authority: State Plan, Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.331 and Section 401, Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508) Rule
effective October 1, 1982; Rule Amended April 14, 1992.

Rule No. 560-X-16-.12. Over-the-Counter Medications.

(1)  Over-the-counter medications/products require a signed prescription from a physician or
other practitioner legally licensed by the State of Alabama to prescribe the drugs authorized under the
program.

(2)  Over-the-counter medications/products must be dispensed by a licensed Medicaid
pharmacist in accordance with state and federal laws as stated in Rule 560-X-16-.01.

(3)  Over-the-counter medications/products will be reimbursed as stated in Rule No. 560-X-16-
.06 Reimbursement for Covered Drugs.
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(4)  Over-the-counter medications/products will be covered in long term care facilities as stated
in Rule No. 560-X-16-.05 Long Term Care Facilities.

Author: Stephanie Frawley, CPhT, Pharmacy Services.

Statutory Authority: State Plan, Attachment 3.1-A and 4.19-B; Title XIX, Social Security Act.
History: Rule effective February 11, 1997. Amended: Filed March 20, 2002; effective June 14, 2002.
Amended: Filed April 20, 2005; effective July 15, 2005.

Rule No. 560-X-16-.13. Claim Form Acquisition.

The Medicaid fiscal agent will furnish claim forms upon request.

Authority: The Alabama Medicaid Agency Contract with Fiscal Agent for payment of claims. Rule
effective October 1, 1982.

Rule No. 560-X-16-.14. Reserved.

Rule No. 560-X-16-.15. Claim Filing Limitations.
For claim filing limitations, refer to Chapter 1, Rule 560-X-1-.17.

Authority: State Plan, Attachment 3.1A,; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq.
Rule effective October 1, 1982. Effective date of this amendment November 11, 1985.

Rule No. 560-X-16-.16. Automated Billing System.
Refer to Rules 560-X-1-.17 and 560-X-1-.18.

Authority: State Plan, Attachment 3.1A,; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq.
Rule effective October 1, 1982. Effective date of this amendment March 12, 1988.

Rule No. 560-X-16-.17. Restriction of Recipients.

The recipient may be placed on restriction who has abused and/or over utilized pharmacy and/or
physician services. The procedure to place an individual on restriction and limit the individual to a
pharmacy and a physician is stated in Chapter 4 on S/UR in this Code.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq. Rule effective
October 1, 1982.

Rule No. 560-X-16-.18. Pharmacy Peer Review Committees.

Composition and selection is as stated in Chapter 2 of this Code.
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Authority: State Plan, Attachment 3.1A; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq.
Rule effective October 1, 1982. Rule amended April 14, 1992.

Rule No. 560-X-16-.19. Pricing Information.

The Medicaid Physicians Program shall approve the rate of reimbursement for injectable drugs
(for physicians or outpatient hospitals). The actual research and price determination is made by the fiscal
agent as set forth in the fiscal agent contract. The drug pricing file is furnished to the fiscal agent who
shall update and utilize for pharmacy claims processing within twenty-four (24) hours of receipt for
pharmacy claims.

Authority: State Plan Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.331 and Section 401, Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508) Rule
effective October 1, 1982. Effective date of amendment May 9, 1984. Rule amended April 14, 1992.
Amended November 12, 1997. Effective date of this amendment is February 10, 1998.

Rule No. 560-X-16-.20. Quantity Limitations.

(1) Prescriptions should be written to provide a sufficient amount of medication necessary for
the duration of the illness or an amount sufficient to cover the interval between physician's visits. A 34-
day supply shall not be split into small units and submitted as separate claims.

(2)  The quantity for which a prescription is written should not exceed a maximum of eleven
refills for non controlled prescriptions or five refills for Control IlI-V prescriptions. Claims for prescription
refills beyond eleven refills for non controlled_prescriptions or five refills for Control IlI-V prescriptions shall
be denied.

(3) Quantities (units) of drugs prescribed by a physician shall not be arbitrarily changed by a
pharmacist except by authorization of the physician.
(&) The pharmacist must contact the prescribing physician for authorization to reduce the
guantity of any Medicaid prescription.
(b) Authorization to reduce the units of a prescription must be noted on the prescription
form by the pharmacist.

(4) If the full quantity prescribed is not available at the time of dispensing, the pharmacist may
dispense the quantity available. In this case the pharmacist is required to note on the prescription the
number of units dispensed and retain the claim until the balance of medication is dispensed. The claim is
then submitted with one dispensing fee. If more than one dispensing fee is received, recoupments may
be initiated if the dispensing pharmacy cannot provide documentation to support why multiple dispensing
fees were received within the same month.

(5) Medicaid patients regulated on long-term or maintenance drugs which require a systematic
and routine dosage of thirty to thirty-four days or more should receive their drugs in quantities greater
than the thirty to thirty-four-day supply.

(6) Effective January 1, 2008, the number of outpatient pharmacy prescriptions for all
recipients except as specified below is limited to five brand name drugs per month per recipient. In no
case can total brand name prescriptions exceed ten per month per recipient. There is no limit on generic
and covered over-the-counter prescriptions. Prescriptions for Medicaid eligible recipients under age 21 in
the Child Health Services/Early and Periodic Screening, Diagnosis and Treatment (EPSDT) Program and
prescriptions for Medicaid eligible nursing facility residents are excluded from these limitations.
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(&) Brand name anti-psychotic and anti-retroviral agents may be paid up to ten
prescriptions per month but in no case can total brand name prescriptions exceed ten per month per
recipient.

(b) Effective November 22, 2004, coverage of up to ten brand name prescriptions per
month may be allowed through overrides for drugs classified by American Hospital Formulary Services
(AHFS) or First DataBank (FDB) Therapeutic Class as Antineoplastic Agents, Antiarrhythmic Agents,
Cardiotonic Agents, Miscellaneous Vasodilating Agents, Miscellaneous Cardiac Agents, Nitrates and
Nitrites, Alpha Adrenergic Blocking Agents, Beta Adrenergic Blocking Agents, Dihydropyridines,
Miscellaneous Calcium Channel Blocking Agents, Diuretics, Angiotensin-Converting Enzyme Inhibitors,
Angiotensin Il Receptor Antagonists, Mineralocorticoid (Aldosterone) Receptor Antagonists, Central Alpha
Agonists, Direct Vasodilators, Peripheral Adrenergic Inhibitors, Miscellaneous Hypotensive Agents,
Hemostatics, Calcium Replacements, Electrolyte Depleters, Immunosuppresives, Alpha Glucosidase
Inhibitors, Amylinomimetics, Biguanides, Dipeptidyl Peptidase-4 Inhibitors, Incretin Mimetics, Insulins,
Meglitinides, Sulfonylureas, Thiazolidinediones, and Miscellaneous Diabetic Agents. Overrides will be
granted only in cases in which the prescribing physician documents medical necessity for the recipient to
be switched from a product in one of the above named classes to a brand name product within the same
therapeutic class in the same calendar month. The first product must have been covered by Medicaid.

Author: Kelli Littlejohn, Pharm.D, Director, Pharmacy Services

Statutory Authority: State Plan, Attachment 3.1-A; Title XIX, Social Security Act; 42 CFR Section 401,
et seq.

History: Rule effective October 1, 1982: Amended December 6, 1984; November 10, 1987; April 14,
1992; November 12, 1997; and February 10, 1998. Amended: Filed March 22, 2004, effective June 18,
2004. Amended: Filed August 20, 2004, effective November 22, 2004. Amended: Filed August 22,
2005; effective November 16, 2005. Amended: Filed August 20, 2007; effective November 16, 2007.

Rule No. 560-X-16-.21. Prescription Refill.

(1)  Prescriptions will have a maximum of no more than eleven (11) refills for non controlled
prescriptions or five (5) refills for Control Ill-V prescriptions authorized.

(2) Physicians are urged to designate refills or indicate non-refills on all Title XIX (Medicaid)
prescriptions. If the physician does not designate refills or indicates no refill on the prescription, then the
non-refill status will apply. If the physician grants oral authorization to refill a previously undesignated or
non-refillable prescription, the pharmacist must indicate each authorization on the prescription.

(3) If a prescription is refilled, the date upon which the prescription is refilled must appear on
the prescription.

(4)  All prescriptions should be refilled only in quantities commensurate with dosage schedule
and refill instructions.

(5) Violations of these policies may result in unauthorized charges for which the pharmacy
may be held liable and/or cancellation of the pharmacy vendor agreement.

Author: Kelli Littlejohn, RPh, Director, Pharmacy Services

Statutory Authority: State Plan; Title XIX, Social Security Act; 42 CFR Section 401, et seq.

History: Rule effective October 1, 1982. Amended April 11, 1986, November 10, 1987, and April 14,
1992. Amended: Filed August 22, 2005; effective November 16, 2005.
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Rule No. 560-X-16-.22. Signature Requirement for Manual Pharmacy Claim Form.

For recipient and provider signature requirements, please refer to Rule No. 560-X-1-.18.

Authority: State Plan, Attachment 3.1A and 4.18B; Title XIX, Social Security Act; 42 C.F.R. Section
447.331 and Section 401, Et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-508) Rule
effective October 1, 1982. Amended November 10, 1987. Rule change April 14, 1992.

Rule No. 560-X-16.-23. Drug Utilization Review (DUR) - General.

In accordance with the Medicaid Drug Amendments contained in the Omnibus Budget
Reconciliation Act of 1990, (Public Law 101-508), the following shall apply:

(1) The Medicaid Agency shall provide, by not later than January 1, 1993, for a Drug Utilization
Review (DUR) Program for covered outpatient drugs in order to assure that prescriptions are appropriate,
medically necessary, and are not likely to result in adverse medical results.

(2) The DUR Program is made up of the following components: Prospective Drug Utilization
Review, Retrospective Drug Utilization Review, and an educational program.

(3) The Alabama Medicaid Agency has established a DUR Board. Board membership shall be
composed of four practicing physicians, four practicing pharmacists, two representatives from the state's
pharmacy schools, two representatives from the state's medical schools, and two representatives from
the Alabama Medicaid Agency with knowledge and experience in:

(a) Clinically appropriate prescribing and dispensing of covered outpatient drugs
(b) Monitoring of covered outpatient drugs

(c) Drug use review, evaluation and intervention

(d) Medical quality assurance

(4) Physician and pharmacist DUR Board members must be licensed in Alabama.

(5) The activities of the DUR Board include:
(&) Retrospective DUR
(b) Application of prescribing standards
(c) Ongoing interventions for physicians and pharmacists targeting therapy problems or
individuals identified in the course of retrospective DUR. Interventions include inappropriate instances:
1. Information dissemination
2. Written, oral, and electronic reminder
3. Face to face discussions
4. Intensified monitoring/review of providers/dispensers

(6) The DUR Program shall be designed to educate physicians and pharmacists to reduce the
frequency of patterns of fraud, abuse, gross overuse, or inappropriate or medically unnecessary care
among physicians, pharmacists, and patients associated with specific drugs, as well as potential and
actual drug reactions, therapeutic appropriateness, over-utilization, under-utilization, appropriate use of
generic products, therapeutic duplication, drug/disease contraindications, drug interactions, incorrect drug
dosage or duration, drug allergy interactions and clinical abuse/misuse.

(7)  The DUR Program will review, analyze and interpret patterns of drug usage against
predetermined criteria and standards consistent with the American Medical Association Drug Evaluations,
United States Pharmacopoeia Drug Index, American Hospital Formulary Service Drug Index, and peer
reviewed medical literature. The predetermined criteria and standards are available from the Alabama
Medicaid Agency or its designated agent.
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(8) DUR will be conducted for drugs dispensed to residents of nursing facilities.

Authority: State Plan , Pages 74, 74a, 74b; Title XIX, Social Security Act; 42 CFR Section 440.120;
Public Law 101-508. Emergency Rule effective July 1, 1993. Permanent rule effective October 28, 1993.
Amended February 11, 1997. Amended November 12, 1997. Effective date of this amendment is
February 10, 1998.

Rule No. 560-X-16-.24. Prospective DUR.

(1) Prospective DUR (PRODUR) is required at the point of sale or distribution before each
prescription is filled or delivered to a Medicaid recipient. It must include screening, patient counseling,
and patient profiles.

(2) Screening - The review must include screening for potential drug therapy problems as
specified by the Alabama State Board of Pharmacy. This includes screens for;

(&) Therapeutic duplication means the prescribing and dispensing, where overlapping
periods of drug administration are involved and where such prescribing or dispensing is not medically
indicated of: (1) two or more doses of the same drug, (2) at least two drugs from the same therapeutic
class, or (3) at least two drugs from different therapeutic classes with similar pharmacological effects
being used for the same indication.

(b) Drug/Disease contraindications

(c) Drug interactions

(d) Incorrect dosage or duration of drug treatment

(e) Drug allergy interactions, and

() Clinical abuse/misuse

(3) PRODUR screening must use predetermined standards which are based upon the peer-
reviewed medical literature and the three compendia referenced in Rule No. 560-X-16-.23(7). Criteria
and standards developed by the DUR Board will be distributed to the providers by Medicaid in Medicaid
Provider Notices and/or Bulletins.

(4) PRODUR screening is the sole responsibility of each Medicaid participating pharmacy and
is a requirement for participation in the program.

(5) Prospective DUR screening will be conducted through the Medicaid electronic claims
processing system. Pharmacists must respond to prospective DUR alerts to continue claims processing
through the Medicaid fiscal agent.

(6) Pharmacies without computers must screen based on guidelines provided by the Alabama
State Board of Pharmacy Practice Act and criteria and standards endorsed by the DUR Board.

(7) Inthe absence of patient-specific diagnosis or allergy information, the pharmacist should
consult the patient or the patient's health care provider, if in the pharmacist's judgment, obtaining such
information is essential.

(8) Patient counseling shall be offered to all Medicaid recipients receiving new prescriptions
and, where appropriate, refill prescriptions and such counseling will be in conformance with guidelines as
established by the Alabama State Board of Pharmacy. This regulation includes prescriptions dispensed
by mail-order pharmacies. The act specifies that it is permissible for the offer to counsel to be made in a
written communication, by telephone, or in a manner determined by the pharmacist to be appropriate.

(9) Patient profiles shall be maintained on all Medicaid recipients receiving medications. The

pharmacist must make a reasonable effort to obtain, record, and maintain information as outlined in the
Alabama State Board of Pharmacy Practice Act. At a minimum, profiles should contain.
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(a) Patient name, age, gender, address and phone number;

(b) Individual patient history, including a list of prescription medications and devices,
where appropriate; and

(c) Pharmacist comments.

(10) Each pharmacy provider shall maintain a recipient log that indicates whether or not
counseling was offered, and provided.

Authority: State Plan, Page 74a; Title XIX, Social Security Act; 42 CFR Section 440.120; Public Law 101-
508. Emergency rule effective July 1, 1993. Permanent rule effective October 28, 1993. Effective date
of this amendment is February 11, 1997.

Rule No. 560-X-16-.25. Retrospective DUR.

(1) The retrospective DUR Program reviews, analyzes and interprets patterns of recipient drug
usage by applying criteria and standards, developed by the DUR Board, against claims data through
periodic examination to identify patterns of fraud and abuse, gross overuse, and inappropriate or
medically unnecessary care. Cases of possible fraud and/or abuse shall be referred to the Medicaid
Program Integrity Division.

Authority: State Plan, Page 74a; Title XX, Social Security Act; 42 CFR Section 440.120; Public Law 101-
508. Emergency rule effective July 1, 1993. Permanent rule effective October 28, 1993.

Rule No. 560-X-16-.26. Educational Program.
(1) The purpose of this program is to educate practitioners on common drug therapy problems
to improve prescribing and dispensing practices.

(2) Drug use criteria and standards, established by the DUR Board shall be applied to the drug
database after the medication is dispensed. In instances where pharmaceutical use deviates from the
criteria and standards, the profile shall undergo further review and possible intervention if appropriate.

(3) Educational program intervention include:

(a) Dissemination of information to physicians and pharmacists in the State concerning
the duties and powers of the DUR Board and the basis for the standards used in assessing drug use.

(b) Written, oral, or electronic reminders containing patient-specific or drug-specific
information (or both) and suggested changes in prescribing or dispensing practices.

(c) Face-to-face discussions, with follow up discussions when necessary, between health
care professionals expert in appropriate drug therapy and selected prescribers and pharmacists who
have been targeted for educational intervention on optimal prescribing, dispensing, or pharmacy care
practices.

(d) Intensified review or monitoring of selected prescribers or dispensers.

Authority: State Plan, Page 74b; Title XIX, Social Security Act; 42 CFR Section 440.120; Public Law 101-
508. Emergency rule effective July 1, 1993. Permanent rule effective October 28, 1993.

Rule N0.560-X-16-.27 Preferred Drug List

(1) The Alabama Medicaid Agency will utilize a preferred drug list for determination of drugs
available for reimbursement under the Medicaid Program without prior authorization. For reimbursement
under the Medicaid Program, use of the Preferred Drug list is mandatory. Drugs not included on the list
may be available through the prior authorization process. Medicaid shall strive to ensure any restriction
on pharmaceutical use does not increase overall health care costs to Medicaid.
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(2) Over the counter drugs covered by Medicaid will be considered preferred drugs for
purposes of this rule. Over the counter drugs will not appear on the preferred drug list.

3) The Alabama Medicaid Agency will utilize the Pharmacy and Therapeutics Committee to
review and recommend drugs for the Preferred Drug List. The Committee will consist of three clinical
pharmacists licensed to practice in the state of Alabama including at least one independent pharmacist
and one long term care pharmacist, and at least five physicians licensed to practice medicine in the state
of Alabama. Physician members will be appointed by the Medicaid Commissioner from a list of at least
two nominees for each position submitted by Medical Association of the State of Alabama. Clinical
pharmacist members will be nominated by the Alabama Pharmacy Association and appointed by the
Medicaid Commissioner; pursuant to state law governing professional services. Members will serve
staggered two year terms and may be reappointed to the Pharmacy and Therapeutics Committee for
additional terms.

(4) Drugs will be considered for the preferred drug list based on the following:
(&) clinical efficacy
(b) side effect profiles
(c) appropriate usage
(d) cost

(5) Meetings of the Pharmacy and Therapeutics Committee shall meet the requirements of the
State open meetings law, and documents relating to a recommendation by the Committee shall be
available under the State’s public records law.

(6) Pharmaceutical manufacturers may request a product review by the Medicaid Pharmacy
and Therapeutics Committee of any new pharmaceutical product falling within the scope of the Medicaid
preferred drug list. The request must be in writing and directed to the Pharmacy Program Director.
Reviews will be placed on the agenda for review in the order in which they are received.

(7) Medicaid will maintain a database of industry representatives for correspondence and
notice regarding the Preferred Drug Program. Manufacturers are responsible for providing accurate
contact information to Medicaid. Medicaid will update the information bi-annually. If no contact
information is provided, Medicaid will utilize contact information on file with the Medicaid Drug Rebate
Program.

(8) Medicaid will send written notice not less than thirty (30) calendar days prior to a meeting
of the Pharmacy and Therapeutics Committee to manufacturers whose brand name drug(s) will be
considered for preferred status at the meeting.

(9) A product or a product with a new indication must have been on the market for a minimum
of six (6) months before a review can be requested. Requests must be in writing and clearly labeled as a
request for product review. Evidence supporting inclusion of the product may be submitted in writing and
clearly labeled as part of the request for product review.

(10) Pharmaceutical manufacturers may submit evidence supportive of inclusion of a product
on the Medicaid Preferred Drug List to be reviewed by the Pharmacy and Therapeutics Committee.
Written comments must meet the following requirements:

(&) Must be received by Medicaid at least twenty-one (21) calendar days prior to the
Pharmacy and Therapeutics Committee meeting. Deadlines falling on weekends or holidays must be
received by noon CST of the next business day.

(b) Must be clinically based.

(c) Must not contain cost information. Submissions with cost information will be rejected
in its entirety.

(d) Must be clearly labeled and indicate the class of products represented.

(e) Must provide to Medicaid twenty (20) copies by the deadline.
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(11) Pharmaceutical manufacturers may make oral presentations to the Pharmacy and
Therapeutics Committee on products being reviewed for preferred status. Oral presentations must meet
the following requirements:

(a) Limited to five (5) minutes per drug class.

(b) Limited to one (1) representative and one (1) presentation per product.

(c) Limited to branded products within the class being considered.

(d) No cost information can be addressed. Inclusion of cost information will terminate the
presentation.

(e) Must submit a one (1) page summary of the presentation twenty-one (21) calendar
days prior to the meeting. See 10(a) above.

() Must provide twenty (20) copies if summary is to be distributed to Committee
members at meeting. Copies must be submitted to Medicaid at sign-in.

(g) Presenters must sign-in at the registration table a minimum of ten (10) minutes prior to
the scheduled start time of meeting. Failure to sign-in will result in elimination of the oral presentation.

(h) No visual aids other than designated handouts are allowed.

(12) Manufacturers may request a reconsideration of a clinical recommendation of the
Pharmacy and Therapeutics Committee. Written requests should be submitted to the Medicaid Pharmacy
Director and received no later than thirty (30) calendar days following the posting of the final Preferred
Drug List to the Medicaid website. Requests must include clinical documentation including references to
justify a reconsideration. Manufacturer contact information should be included with the submission.
Medicaid will respond to requests for reconsideration within ninety (90) calendar days of receipt.

Author: Louise Jones, Director, Pharmacy Services.

Statutory Authority: State Plan Attachment 3.1-A and 4.18-B; Title XIX, Social Security Act; 42 CFR
Section 447.331 & Section 401, et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-
508).

History: New Rule Filed June 21, 2004; Effective September 17, 2004.

Rule No. 560-X-16-.28 — Prior Authorization

(1) The use and payment of drug items may be restricted and require prior authorization. The
Alabama Medicaid Agency will utilize the Pharmacy and Therapeutics Committee to review and
recommend drugs for prior authorization.

(2) Drug class is defined as a therapeutic group of pharmaceutical agents approved by the
FDA as defined by the American Hospital Formulary Service. Medicaid or the Pharmacy and
Therapeutics Committee may recommend a review to determine if prior authorization is appropriate for a
single drug or a drug class. The Pharmacy and Therapeutics Committee will conduct such reviews,
submit clinical data to Medicaid and make a recommendation. The Medicaid Commissioner will make the
determination for placement on prior authorization.

(3)  The requirement for prior authorization of a drug will be based on a clinical review by the
Pharmacy and Therapeutics Committee of all relevant clinical and medical considerations including, but
not limited to, Medicaid Drug Utilization Review (DUR) data, Surveillance Utilization Review (SUR) data,
potential abuse, misuse, or inappropriate prescribing and/or dispensing patterns by Alabama providers,
inconsistency with FDA approved labeling, inconsistency with uses recognized in the American Hospital
Formulary Service Drug Information, the authoritative source on sound clinical evidence found in labeling,
drug compendia, and peer reviewed clinical literature on use of the drug.

(4) Clinical bases for recommendations of the Pharmacy and Therapeutics Committee will be
in writing and available upon written request. Recommendations contrary to prevailing clinical evidence
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will be justified in writing and available upon written request. Medicaid will prepare a synopsis of the
clinical reasoning supporting recommendations which will be available upon written request.

(5) Medicaid may require prior authorization for generic drugs only in instances when the cost
of the generic product is significantly greater than the net cost of the brand product in the same American
Hospital Formulary Services (AHFS) therapeutic class or when there is a clinical concern regarding
safety, overuse or abuse of the product. Medicaid must document the reason for prior authorization of
any generic product to include the cost effectiveness of such action or clinical concern.

(6) Medicaid will develop a set of medical criteria specifying the requirements for coverage
authorization. The criteria will be available to the public.

(7)  Requests for prior authorization must be initiated by the practitioner when deemed
medically necessary.

(8)  Prior authorizations will be reviewed by Medicaid or its designated agent. When medical
criteria as determined by Medicaid are met, the prior authorization will be granted. If denied, adequate
medical justification may be submitted in writing by the prescribing physician for reconsideration.

(9) Responses to requests for prior authorization should be issued within eight (8) hours but in
no case more than twenty-four (24) hours after receipt of the request. In cases of emergency, provisions
are made for dispensing a seventy-two (72) hour supply of a covered outpatient prescription drug.

Author: Stephanie Frawley, CPhT, Pharmacy Services.

Statutory Authority: State Plan Attachment 3.1-A and 4.19-B; Title XIX, Social Security Act; 42 CFR
Section 447.331 & Section 401, et seq.; Omnibus Budget Reconciliation Act of 1990 (Public Law 101-
508).

History: New Rule Filed June 21, 2004; Effective September 17, 2004. Amended: Filed April 20, 2005;
effective July 15, 2005.

Rule No. 560-X-16-.29. Annual Report.

(1) The DUR Board must submit an annual report to the Medicaid Agency containing
information specified by the state. The Agency must submit, annually, a report to the secretary of Health
and Human Services through the HCFA Regional Office that incorporates the DUR Board Report. It must
include:

(8) A description of the nature and scope of the prospective drug review program.

(b) A description of how pharmacies performing prospective DUR without computers are
expected to comply with the statutory requirement for written criteria.

(c) Detailed information on the specific criteria and standards in use.

(d) A description of the steps taken by the State to include in the prospective and
retrospective DUR program drugs dispensed to residents of a nursing facility that is not in compliance
with approved drug regimen review procedures.

(e) A description of the actions taken by the State Medicaid agency and the DUR Board
to ensure compliance with he requirements for predetermined standards and with the access to the
predetermined standards requirement.

() A description of the nature and scope of the retrospective DUR program.

(@) A summary of the educational interventions used and an assessment of the effective
of these educational interventions on the quality of care.

(h) A description of the steps taken by the State Agency to monitor compliance by
pharmacies with the prospective DUR counseling requirements contained in Federal and State laws and
regulations.

(i) Clear statements of purpose that delineate the respective goals, objectives, and
scopes of responsibility of the DUR and surveillance and utilization review (SUR) functions.
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() An estimate of the cost savings generated as a result of the DUR program. This
report must identify costs of DUR and savings to the Medicaid drug program attributable to prospective
and retrospective DUR.

Authority: State Plan, Title XIX, Page 74b; Social Security Act; 42 CFR Section 440.120; Public
Law 101-508. Emergency rule effective July 1, 1993. Permanent rule effective October 28, 1993. The
effective date of this amendment is February 11, 1997.

Rule No. 560-X-16-.30 Hospice Services

(1) Reimbursement for disease specific drugs related to the recipient’s terminal illness and
drugs related to the terminal illness found on the Hospice Palliative Drug List (HPDL) are included in the
per diem for hospice covered services and will not be reimbursed through the Medicaid Pharmacy
Program. The HPDL is on the agency website at www.medicaid.alabama.gov.

Author: Kelli Littlejohn, RPh, Director, Pharmacy Services

Statutory Authority: Title XIX, Social Security; 42 CFR Section 418.302; State Medicaid Manual; and
State Plan.

History: New Rule: Filed April, 20, 2007; effective August 1, 2007.

Rule No. 560-X-16-.31. Hemophilia Management Standards of Care.

In order to be paid for providing blood clotting factor to Alabama Medicaid recipients, the provider must
agree to provide, at the minimum, the following clinically appropriate items and services to their patients
with hemophilia and blood clotting factor-related diseases:

() Home or office delivery of blood clotting factor and supplies. All shipments/delivery of
clotting factor, including overnight deliveries, must use appropriate cold chain management and
packaging practices to ensure proper temperature, drug stability, integrity, and efficacy are maintained
during shipment.

(2) Educational materials and programs.
€)) The provider shall develop a training library at each enrolled provider location
with materials for patient use, to include but not limited to, audio, video, electronic, and written materials.
(b) The provider shall offer educational materials to patient or family/caregiver at

minimum at initiation of participation with the provider, yearly during the in-home assessment, and upon
the request of Medicaid, the prescribing physician, or patient or family/caregiver.

(c) Topics of education shall include, but not be limited to, specific patient and
family/caregiver education aimed at preventing injury that would result in a bleed, self-administration and
reconstitution of blood clotting products.

3) Medically necessary ancillary supplies required to perform the actual IV administration of
clotting factor. Supplies may be billed to Medicaid through the Durable Medical Equipment (DME)
program. In addition, sharps containers and any other necessary biohazardous waste containers shall be
provided, as well as pickup and disposal of waste containers according to national, state and local
biohazardous waste ordinances.

4) Emergency telephone support 24 hours a day, 7 days a week to ensure patients are
directed appropriately for care in emergent situations.
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(5) For the purposes of this Rule and the Alabama Medicaid Agency hemophilia
management standards of care, “clinical staff trained in hemophilia and related blood clotting factor
related diseases” is defined as follows:

€) Pharmacists are required to obtain a minimum of 2 Continuing Education (CE)
credit hours per year that are specific to hemophilia or related blood clotting factor-related diseases.
(b) Nurses and social workers are required to obtain a minimum of 4 Continuing

Education (CEU) hours per year (8 hours every 2 years) that are specific to hemophilia or related blood
clotting factor-related diseases.

Continuing education must be specific to hemophilia or related blood clotting factor-related
diseases and recognized by a state or national hemophilia or bleeding disorder education/support group
(for example: Hemophilia Federation of America or the National Hemophilia Association).

(6) Emergency delivery of blood clotting factor within 24 (with a target of less than 12) hours
of the receipt of a prescription for a covered person’s emergent situation, or notification of the patient with
an existing valid prescription. Emphasis should be placed during patient education of the importance of
keeping an adequate supply on hand and self-administration for emergent situations.

(7 A pharmacist, nurse, and/or a case representative assigned to each patient. A case
representative shall maintain, at a minimum, monthly telephone contact with the patient or
family/caregiver to include, but not limited to:

-Inquiry regarding patient’s current state of well-being

-Assessment of patient/family compliance/adherence, and persistence with the medical
treatment plan

-Incidence of adverse events

-Incidences of supply or equipment malfunctions

-Home inventory check of factor and supplies

-Confirmation of next delivery date

Case representatives may include administrative support staff, but must coordinate with clinical staff (as
described in (5) above) in the event a clinical issue should arise.

(8) Compliance programs.
€) The provider must assess patient adherence on monthly telephone contact (see
(7) above) and on all in-home visits by a pharmacist, nurse, or case manager.
(b) The provider must verify the amount of clotting factor the patient has on hand

prior to each dispense. Blood clotting factor and related products are not to be sent to the patient on an
auto-ship basis. The provider shall discourage “stockpiling” of product.

(c) The number of bleeds and infusions from the prior shipment shall be tracked to
validate the need for additional product or non-compliance with the medical treatment plan.

(9) Notification of product recalls or withdrawals.
€)) Any stock of recalled medications/equipment/supplies shall be removed from
stock and quarantined immediately.
(b) Any recalled items dispensed to patients shall be retrieved and quarantined;
notification to patients must occur within 24 hours of the recall receipt.
(c) The prescribing physician shall be notified of a medication recall. A prescription

for an alternative product shall be obtained, if necessary.

(20) Visiting clinical services.
€) At minimum, an initial and subsequent yearly in-home assessment of the patient,
family/caregiver, and environment shall be conducted by a nurse or pharmacist trained in blood clotting
factor related diseases.
(b) Additional in-home assessments of the patient, family/caregiver, and
environment deemed necessary by the physician or patient situation shall be conducted.
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(c) Visits may be provided directly by the provider or by arrangement with a qualified
local home health care agency. All hemophilia-related clinical staff must be trained in hemophilia and
bleeding disorder related diseases.

(11)  Aregistered pharmacist trained in blood clotting factor related diseases to perform assay
to prescription management. Variance in assay to prescription/target dose should not exceed +/- 10%.

(12) Adverse drug reaction and drug interaction monitoring and reporting.

€)) Pharmacists shall counsel the patient or family/caregiver in accordance with the
Omnibus Budget Reconciliation Act of 1990 (OBRA 90) to encourage appropriate medication use,
promote realistic therapy expectations, help recipients manage or minimize expected adverse effects and
encourage compliance.

(b) Pharmacists shall report any issues or concerns related to the patient’s
medications to the physician. For significant events, utilization of the FDA 3500 MedWatch voluntary
reporting form is encouraged.

(13) Continuation of Care. The provider shall not present any bill to or collect any monies
from a covered Medicaid recipient with whom the provider has agreed to the provision of services and
supplies for the home treatment of bleeding episodes associated with hemophilia, except as follows:

€) to collect the copayments/coinsurance amounts the covered person is required to
pay under the terms defined by Medicaid, or
(b) if the service/product has been deemed “non-covered” and the recipient has

been naotified in advance as outlined in the Alabama Medicaid Agency Administrative Code and Provider
Billing Manual.

Upon discontinuation of services by the provider, the provider shall, at a minimum, coordinate for
another designated health care provider to provide services to covered persons, prior to withdrawal of any
hemophilia-related services from the home of any covered person. The provider shall continue to provide
services and supplies to a covered individual until the individual obtains an alternate source of services
and supplies. Every effort shall be made by the provider (including notification to the Medicaid Director of
Pharmacy) to find an alternative provider to ensure that the coordination of care/transition follows the
minimum standards of care as set forth in this document.

(14) The Alabama Medicaid Agency (or its designated representative), to ensure clinically
appropriate services are being given to hemophilia patients, shall monitor providers of blood clotting
factor by prospective and retrospective audits, as well as administer a patient/family/caregiver satisfaction
survey to include, but not limited to, measurement of:

(@) staff availability
(b) staff knowledge

(c) timeliness of deliveries
(d) accuracy of supplies and equipment
(e) overall satisfaction

If a provider does not meet one or more of the standards for care, as outlined in this Rule,
the Alabama Medicaid Agency shall provide a written notice of that determination, with an explanation
therefore, to the provider. The provider will not be reimbursed for blood clotting factor or hemophilia
related services until the provider meets the standards as approved by the Agency.

Author: Kelli D. Littlejohn, RPh, Pharm D, Director, Pharmacy Services

Statutory Authority: State Plan, Attachment 3.1-A and Attachment 4.19-B; Title XIX, Social Security Act;
42 CFR Section 430.0, et seq.

History: New Rule: Filed September 20, 2007; effective December 14, 2007.
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Chapter 17. Eye Care Services

Rule No. 560-X-17-.01. Eye Care Services - General

The information contained herein sets forth policies and procedures for providing eye care services under
the Alabama Medicaid Program.

1. Participation. Only in-state and borderline out-of-state providers (within a 30-mile radius of the state
line) who meet enrollment requirements are eligible to participate in the Alabama Medicaid Program.
The following information must be included in a written enroliment request to Medicaid's Fiscal Agent,
Provider Enrollment Division:

(@)
(b)
(©)
(d)
()
(f)

Name

Address

Specialty Provider Type
Social Security Number
Tax Identification Number
Medical License Number

2. Patient Identification

(@)

It is most important that a provider's staff verify a Medicaid recipient's eligibility, since
claims submitted on ineligible persons cannot be paid by Medicaid. Refer to Chapter 1,
General, of this Code, for information about identification of Medicaid recipients.

3. Prior Authorization

(@)
(b)

(©)
(d)

()

Special exceptions for optometric items, not authorized in this regulation may be made in
unusual circumstances when deemed medically necessary by the attending practitioner.

All requests for prior authorization will be submitted in writing to Alabama Medicaid
Agency, P.O. Box 5624, Montgomery, Alabama 36103-5624, and must include the
following information:

1. Recipient's name.

Recipient's Medicaid Number (thirteen (13) digits).
Prescription data (complete for both eyes) current.
Exception requested.

Reason for exception (explain) (Cataract surgery date, etc.).
Signature of Practitioner.

I

7. Address of Practitioner.
A prior authorization number will be assigned by Alabama Medicaid Agency.

The number will be reflected on an approval letter for use in completing the appropriate
billing form to the fiscal agent.

A copy of the approval letter from Alabama Medicaid Agency bearing the prior
authorization number must be provided to the central Medicaid source if eyeglasses are
being obtained from the central source.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq. Rule effective
October 1, 1982. Amended May 9, 1984. Effective date of amendment January 13, 1988. Effective date
of amendment January 13, 1993. Effective date of this Amendment is March 13, 1993.
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Rule No. 560-X-17-.02. Physician Services for Diseases, Injuries, or Congenital

Defects

1. If medically necessary, treatment may include contact lenses (for keratoconus, aphakia, high
magnification difference between lenses), when requested in writing and prior authorized by Alabama
Medicaid Agency.

2. Orthoptics (eye exercises) must be prior authorized by Alabama Medicaid Agency. Full information
justifying medical necessity (including number of sessions anticipated) must be sent in writing to
Medicaid before this service is begun.

3. Eyeglass lens changes, within lens specifications authorized by Medicaid, may be supplied under this
paragraph when needed because of visual changes due to eye disease, surgery, or injury.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq. Rule effective
October 1, 1982. Effective date of this amendment is March 13, 1993.

Rule No. 560-X-17-.03. Optometrist Services

1. Services That May be Provided Other Than Correction of Refractive Error.

(@)

(b)
()

(d)

()
(f)

In the conduct of an optometric eye examination, if the Optometrist suspects or detects
abnormalities or irregularities requiring medical treatment the case will be referred to an
appropriate doctor of medicine or osteopathy.

If medically necessary, contact lenses (for Keratoconus, aphakia, high magnification
difference between lenses), may be provided when prior authorized by Medicaid.

Orthoptics (eye exercises) must be prior authorized by Alabama Medicaid Agency. Full
information justifying medical necessity (including number of sessions anticipated) must
be sent in writing to Medicaid before this service is begun.

Eyeglass lens changes, within lens specifications authorized by Medicaid, may be
supplied under this paragraph when needed because of visual changes due to eye
disease, surgery, or injury.

Photochromic lenses and UV400 coating may be prior authorized when justified in
writing.

Post-operative cataract patients may be referred, with the patient's consent, to an
optometrist for follow-up care as permitted by state law. Any subsequent abnormal or
unusual conditions diagnosed during follow-up care shall be referred back to the
ophthalmologist. When submitting claims the appropriate modifier identifying post-
operative management must be utilized. Anytime the surgeon receives payment for the
global amount the post-op claim will deny. No post-operative management claim will be
processed until referring ophthalomolgist has received payment for surgery. It shall be
the responsibility of the optometrist to confer with the surgeon for appropriate claim
corrections and/or submissions.

2. Examination for Refractive Error Only.

(@)

(b)
(©)

17-2

A complete eye examination and work-up is expected and will include the following: case
history, eye health examination, visual acuity testing, visual fields (if indicated),
tonometry, prescribing eyeglasses (if indicated), and determining optical characteristics of
lenses (refraction).

For children, eye tension and visual fields should be done only if indicated.

Medicaid recipients twenty-one (21) years of age and older are authorized one (1)
complete eye examination and work-up each two (2) calendar years; recipients under
twenty-one (21) years of age are authorized the same service each calendar year or
more often if medically necessary (documented).
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(d)
()

Diagnosis will be indicated as refractive error findings.

Services rendered to Medicaid recipients while confined to bed in a health care facility
may be rendered as long as it is documented by the patient's assigned physician that the
patient is unable to leave the facility and the examination is medically necessary.

3. If eyeglasses are required and provided, services will include verification of prescription, dispensing of
eyeglasses (including laboratory selection), frame selection, procurement of eyeglasses, and fitting
and adjusting of eyeglasses to the patient.

Authority: Title XIX, Social Security Act; 42 C.F.R., Section 435.520(3), 441.30(a)(b); State Plan,

Attachment 3.1-A, page 2.2, and page 5.1. Rule effective October 1, 1982. Amended June 8, 1985.
Effective date of emergency rule is December 1, 1986. Amended March 12, 1987. Emergency Rule
Effective Date April 15, 1993. Amended May 13, 1993. Effective date of this amendment August 12,

1994.

Rule No. 560-X-17-.04. Eyeglasses

1. Authorization

(@)

(b)

()
(d)

()

Recipients twenty-one (21) years of age and older are authorized one (1) pair of
eyeglasses each two (2) calendar years if indicated by an examination; recipients under
twenty-one (21) years of age are authorized the same service each calendar year or
more often if medically necessary (documented). These limitations also apply to fittings
and adjustments.

Additional eyeglasses, which are medically necessary, may be prior authorized by
Alabama Medicaid Agency (Medicaid) for treatment of eye injury, disease or significant
prescription change.

The provider should forward a letter to Medicaid justifying medical necessity prior to
ordering the eyeglasses (reference Rule No. 560-X-17-.01,(3).

A response of either approval or denial will be returned to the provider. If approved, a six
digit prior authorization number will be assigned (reference Rule No. 560-X-17-.01, (3),
(c) and (d).

If a patient desires eyeglasses other than those provided by Medicaid he/she must pay
the complete cost of the eyeglasses, including fitting and adjusting; Medicaid will not pay
any part of the charge. To prevent possible later misunderstanding, the provider should
have the patient sign the following statement for retention with the patient's records: "I
hereby certify that | have been offered Medicaid eyeglasses but prefer to purchase the
eyeglasses myself."

2. Procurement.

At the option of the provider making the frame measurements, eyeglasses in conformance with Alabama
Medicaid standards, may be procured from either the central Medicaid source or from any other source.
Medicaid will pay no more than the contract price charged by the central source.

3. Standards and Price of Frames.

(@)
(b)

()

A list of authorized frames and contract prices will be sent to each provider by Alabama
Medicaid Agency.

The authorized frames, or frames of equal quality, will be provided for Medicaid recipients
at the contract prices shown on the list. (Under normal circumstances the date of service
for eyeglasses will be the same as the date of examination.)

Patients having old frames, which are suitable and acceptable under the standards
contained herein, may have new lenses installed in lieu of being issued new eyeglasses.
Medicaid will pay for the lenses only. The following statement should appear on the
claim form that is submitted for the lenses: "I hereby certify that | used this patient's old
frames and that | did not accept any remuneration therefore."
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(d) Services provided under this sub-paragraph are subject to the program benefit
limitations.
4. Lenses.
€) Lens specifications are authorized at the specified contract price.
(b) Lenses will be of clear glass or clear plastic, unless prior authorized by Alabama

Medicaid Agency because of unusual conditions, as indicated in Rule 560-X-17-.03(11).
All lenses will meet FDS impact-resistant regulations.

(c) Spherical lenses must be at least a plus or minus.50 diopters; the minimum initial
correction for astigmatism only (no other error) is .50 diopters.
(d) Prior authorization is to be obtained by writing Alabama Medicaid Agency.
5. Frames.
(a) Patients with old lenses which are suitable and acceptable under the standards contained

herein, may have them installed in a new frame in lieu of being issued new eyeglasses.
Medicaid will pay for the frame only. The following statement should appear on the claim
form that is submitted for the frame: "I hereby certify that | used this patient's old lenses
and that | did not accept any remuneration therefore."

(b) Services provided under this sub-paragraph are subject to the program benefit
limitations.

Authority: Title XIX, Social Security Act; 42 C.F.R., Section 435.520(3), Section 441.30(a)(b); State
Plan, Attachment 3.1-A, page 2.2 and 5.1. Rule effective October 1, 1982. Amended June 8, 1985.
Effective date of emergency rule is December 1, 1986. Amended March 12, 1987. Effective date of this
amendment January 13, 1988. Effective date of this amendment is March 13, 1993.

Rule No. 560-X-17-.05. Billing Procedures
1. All claims for payment of services rendered, filed by Ophthalmologists, Optometrists, and Opticians
are to be filed on appropriate form provided by the fiscal agent.

2. Claims are to be forwarded directly to the Medicaid fiscal agent for payment within one year of the
date of service. The Medicaid Provider Manual contains information on claims processing.

3. Aclaim for payment may be submitted for a cancelled order.
4. Eye Examination Only.

(a) The claim should specify "Complete Eye Examinations and Refraction.”

(b) If services other than a "complete examination" are provided, the claim should reflect the
appropriate optometric procedure code. This claim should be sent directly to the Medicaid
fiscal agent.

5. Medical Condition and Treatment.
6. The claim should be sent directly to the Medicaid fiscal agent.

7. Eye Examination (Including Refraction) and Fitting (Including Frame Service, Verification, and
Subsequent Service) all by the same provider when eyeglasses are procured from the central
Medicaid source contractor:

€)) Claims are to be sent directly to the Medicaid fiscal agent.

(b) The claim will separately identify the extent of the examination, refraction and fitting.
Lenses and frames are not to be billed by the practitioner.

(c) The Medicaid job order form reflecting all necessary prescription data including frame

required will be forwarded to Central Medicaid Source Contractor to fill the prescription,
and return the eyeglasses to the examiner for delivery to the patient. Patient or
Authorized Signature box will contain appropriate signature, or the statement "Signature
on file."
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10.

11.

(d) The Central Medicaid Source Contractor will submit claims for payment to the fiscal

agent.
When eyeglasses are NOT procured from the Central Medicaid Source Contractor.

€) The claim should separately specify the extent of the examination performed refraction,
fitting, lenses, and frame.

(b) When Opticians provide eyeglasses the claim should only identify the fitting service,
lenses and frame.

(c) The claim is sent directly to the fiscal agent. Reimbursement for lenses and frames will

be at the central source contract prices.

Fitting (Including Frame Service, Verification, and Subsequent Service) only, when eyeglasses are
procured from the Central Medicaid Source Contractor:

€) The claims are to be sent for payment directly to the Medicaid fiscal agent.
(b) The claim will specify the fitting services only.
Additional billing instructions will be published as the need arises by the Medicaid fiscal agent.

An Alabama Medicaid provider may bill an Alabama Medicaid recipient when the recipient has
exhausted all of his/her allowed Medicaid benefits for the calendar year, or when the service rendered
by the provider is a non-covered benefit as outlined in the Alabama Medicaid Agency Administrative
Code.

€) Conditional collections to be refunded post payment by Medicaid and partial charges for
balance of Medicaid allowed reimbursement are prohibited.

Ophthalmologists and optometrists are required to collect and it is the Medicaid recipient's
responsibility to pay the maximum designated copayment amount for each service rendered. This
includes patients with Medicare.

€)) A provider agrees to accept as payment in full the amount paid by the State, plus any
cost-sharing amount to be paid by the recipient, for covered items, and further agrees to
make no additional charge(s) for covered items to the recipient, sponsor, or family of the
recipient, except the appropriate allowable copayment amount.

Authority: State Plan, Attachment 4.18-A; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et
seq.; Section 447.15. Rule effective October 1, 1982. Amended July 9, 1984. Effective date of
amendment June 8, 1985. Effective date of this Amendment is March 13, 1993.

Rule No. 560-X-17-.06. Professional Fees

All eye care service providers shall be paid their usual and customary fees in accordance with Federal
regulations for all services rendered, including examinations and the prescribing, procuring, and fitting
and adjusting of eyeglasses, not to exceed the 75th percentile of the range of fees prevailing in the
statewide profile.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R. Section 401, Et seq. Rule effective
October 1, 1982.
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Rule No. 560-X-17-.07. Special Situations

1. Eye Care for Patients Eligible for Both Medicare and Medicaid.

2. See the Medicaid Provider Manual for instructions in filing claims when the Medicaid patient is entitled
to benefits covered by Medicare.

3. If eyeglasses are prescribed under conditions not covered by Medicare, instructions and procedures
appearing in other paragraphs of this chapter should be followed.

4. Unusual Situations.

€) Services for unusual situations may be provided when prior authorized. Full, written
information justifying medical necessity must be sent to Medicaid prior to the service
being rendered.

(b) Please refer to Rule No. 560-X-17-.01, (3) of this chapter for prior authorization
procedures.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R., Section 401, Et seq. Rule effective
October 1, 1982. Effective date of this amendment January 13, 1988.

Rule No. 560-X-17.08. Assuring High Quality Care

Under the provisions of Federal and State law, Medicaid must establish a mechanism to insure that all
such care is of good quality and that the service(s) for which billing was made, conforms to that which
was done. See Chapter 2, Rule 560-X-2-.01 (2) (f) and (3), for criteria.

Authority: State Plan; Title XIX, Social Security Act; 42 C.F.R., Section 401, Et seq. Rule effective
October 1, 1982.

Rule No. 560-X-17-.09. Copayment (Cost-Sharing)

1. Ophthalmologists and optometrists are required to collect and it is the Medicaid recipient's
responsibility to pay the maximum designated copayment amount for each service rendered.

2. The copayment amount does not apply to services provided for the following:

(a) Recipients under 18 years of age
(b) Emergencies

(c) Pregnancy

(d) Nursing home residents

3. A provider may not deny services to any eligible individual on account of the individual's inability to
pay the copayment amount.

Authority: State Plan, Attachment 4.18-A; 42 C.F.R. Section 447.15, 447.50, 447.55. Rule effective
June 8, 1985.
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Rule No. 560-X-18-.01. Transportation Services - General

(1) The Title XIX (Medicaid) Plan for Alabama provides for transportation of eligible recipients
to and from sources of medical care. Service will be provided either as a benefit or as an administrative
expense through methods ranging from voluntary no-cost to paid ambulance transportation.

(2) The approved plan includes:

(@ Reimbursement of ambulance service for emergency and nonemergency situations
without prior approval and special situations with preauthorization given by Alabama Medicaid Agency;
and

(b)  Coordination with the Department of Human Resources to conduct a program within
the counties to arrange for transportation from existing recognized nonprofit volunteer groups.

Authority: State Plan, 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Effective date of this amendment August 12, 1994.

Rule No. 560-X-18-.02. Definitions

(1) Recipient
An individual determined to be eligible for Medicaid under the state plan.

(2) Ambulance

(8) Vehicle specifically designed and equipped for transporting the wounded, injured, ill,
or sick. Medicaid recognizes three levels of ambulance services: Basic Life Support (BLS), Advanced
Life Support (ALS), and Non-emergency Ambulance Transportation. For a concise definition of these
ambulance services refer to the Ambulance (Ground & Air) and/or Non-emergency Transportation (NET)
Program chapters of the Alabama Medicaid Provider Manual.

(b) All ambulances licensed and operating in Alabama shall have the essential equipment
on board as listed in Rule No. 420-2-1-.04, Ambulance Vehicle Specifications; Emergency Medical
Services Rules; Alabama Department of Public Health. Effective date of this publication is January 1991.

(c) Exceptions: The above referred rules, regulations, and standards shall not apply to:

1. Volunteer rescue squads that are members of Alabama Association of Rescue
Squads.

2. Ambulances operated by federal agencies.

3. Ambulances which are rendering assistance to licensed ambulances in the case
of an emergency in which the licensed ambulances of Alabama are insufficient or unable to provide
necessary ambulance services.

4.  Ambulances which are operated from a location or headquarters outside
Alabama that transport patients from outside the state to locations within the state.

(d) No out-of-state ambulance shall be used to pick up patients for transportation point-to-
point within Alabama unless the ambulance operator and ambulance attendant hold current Alabama
licenses.

(3) License
No person shall be employed as ambulance attendant, ambulance driver, or ambulance
driver-attendant; nor shall any person, firm, or corporation operate an ambulance, or ambulances, on the
streets, alleys, or any public way or place in the State of Alabama without having first obtained a valid
license from the Emergency Medical Service Division of the Alabama Department of Public Health.

(4) Emergency - Medical conditions of a serious or urgent nature that warrant immediate

action to prevent the death or serious impairment of the health of the individual, e.g., accident, heart
attack, acute stroke, etc..
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(5) Accident - An unexpected happening causing loss or injury to the recipient.

(6) Qualified Provider of Medical Care - The medical source generally available and used by
other residents of the community, if that source participates in the Medicaid program.

(7)  Evident hardship - May justify an exception from the specific regulation
where it is referenced, when the length of the trip, the frequency of the travel or the lack of other practical
alternative makes such an exception reasonable.

Author: Ginger Collum, Program Manager, Clinic/Ancillary Services

Statutory Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended January 1, 1996, March 14, 1996, and August 12,
1994. Amended: Filed May 22, 2001; effective August 16, 2001.

Rule No. 560-X-18-.03. Prior Authorization

(1) All nonemergency ambulance service rendered to eligible Alabama Medicaid recipients
outside of the local area (the local area applies to city limits, county jurisdiction, and other areas 30 miles
or more one way where medical care is received), requires prior authorization.

(2)  All requests for prior authorization by the attending physicians or their representatives will
be directed to the Prior Authorization Unit, Alabama Medicaid Agency, 501 Dexter Avenue, Montgomery,
Alabama 36103.

(3)  When requesting prior authorization, the Prior Authorization Unit must be provided the
recipient's name, Medicaid number, address, diagnosis, attending physician, reason for movement (from
and to) and the name of the ambulance provider that will be used.

(4) Alabama Medicaid Agency may request written justification from the attending physician in
unusual situations.

(5) Alabama Medicaid Agency will confirm/deny the prior authorization in writing to the
provider of service.

(6) A six-digit authorization number will be assigned to all confirmed prior authorizations. The
provider will enter the prior authorization number in the appropriate space on the billing form.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Emergency Rule effective January 1, 1996. Effective date of this amendment March
14, 1996.

Rule No. 560-X-18-.04. Scope of Ambulance Transportation Service Operations

(1)  All transportation must be medically necessary and reasonable. Documentation must state
the condition(s) that show necessity of ambulance service, (and indicate why patient could not be
transported by another mode of transportation).

(2) No payment may be made for ambulance service if some other means of transportation
could be utilized without endangering the recipient's health.

(3) Emergency ambulance services are provided to eligible recipients between:
(a) Scene (address) of emergency and local hospital.
(b) Nursing home and local hospital.
(c) Local hospital and specialized hospital
(Example: From Montgomery to University of Alabama Hospital in Birmingham).
(d) Exception: Ambulance service to a physician's office is not considered an emergency.
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(4) Payment may be made if the eligible recipient expires enroute to or from a health care
facility. Payment may not be made if the recipient was pronounced dead by a legally authorized
individual prior to transport.

(5) More than one eligible recipient may be transferred in the same ambulance at the same
time. A separate claim form must be filed for each recipient.

(6) Nonemergency ambulance service is provided to eligible recipients in a local area
(normally received medical care) between:

(a) nursing facility and hospital or specialized clinic for diagnostic tests;

(b) home and hospitals or specialized clinics for diagnostic tests or procedures for non-
ambulatory recipients, (maximum of two round trips per month without prior authorization);

(c) hospital and home following hospital admission;

(d) home and treatment facility (for recipients designated on Home Health Care Program
who are confined as "bedfast" patients). (maximum of two round trips per month without prior
authorization);

(e) nursing facility and nursing facility;

(H Ambulance service to a physician's office is covered when prior approved by
Medicaid. All ambulance services to physicians' offices must be prior approved;

(g) hospital and hospital;

(h) hospital and nursing facility following hospital admission.

Author: Ginger Collum, Program Manager, Clinic/Ancillary Services

Statutory Authority: State Plan; 42 C.F.R. Section 431.53; and Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended June 28, 1991, October 12, 1991, April 14, 1992,
August 12, 1994, January 1, 1996, March 14, 1996, and August 16, 2001. Amended: Filed March 20,
2002; effective June 14, 2002.

Rule No. 560-X-18-.05. Ambulance Service Participation

(1) Allin-state and borderline out-of-state providers (within a 30-mile radius of the state line),
in compliance with Rule No. 560-X-18-.02(2)(b) above, will be afforded an opportunity to sign an
ambulance service contract with Alabama Medicaid Agency, to participate in the program for providing
ambulance service to Title XIX eligible recipients. Written enrollment requests should be forwarded to
Transportation Services, Alabama Medicaid Agency, 501 Dexter Avenue, Montgomery, Alabama 36104.

(2) The following items require that a new Ambulance Service contract be entered into with the
Alabama Medicaid Agency:
(@) Expiration of State License and new license issued.
(b)  Change of ownership.

(3) The fiscal agent will be responsible for enrolling any Title XVIII (Medicare) qualified
ambulance service that wishes to enroll in the Medicaid Transportation Program as a QMB-only provider.

Authority: State Plan; Attachment 3.1-A; Title XIX, Social Security Act; 42 C.F.R. Sections 431.53,
441.62. Medicare Catastrophic Coverage Act of 1988 (Public Law 100-360). Rule effective October 1,
1982. Amended May 9, 1984, January 1, 1987, and July 13, 1989. Effective date of this amendment
August 12, 1994.
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Rule No. 560-X-18-.06. Payment for Services

(1) The transportation provider is responsible for completion of the HCFA 1500 claim form. All
claims submitted will be required to include the diagnosis code, modifiers, and indicators as appropriate.

(2) Payment for ambulance services shall be based on the lesser of the
submitted charge or Alabama Medicaid's statewide ambulance service rate. These payments shall not
exceed combined payments for providing comparable services under comparable circumstances under
Medicare and/or more than the prevailing charges in the locality for comparable services under
comparable circumstance.

(3)  Air transportation for adults 21 years of age and older will be reimbursed at the emergency
ground rate.

(4) Ambulance services billed will be commensurate with services actually performed.
Services rendered are independent of the type of call received or the type staff/equipped ambulance
service responding.

(5) An Alabama Medicaid Provider may bill an Alabama Medicaid recipient when the recipient
has exhausted all of his/her allowed Medicaid benefits for the calendar year, or when the service
rendered by the provider is a non-covered benefit as outlined in the Alabama Medicaid Agency
Administrative Code.

Author: Ginger Collum, Program Manager, Clinic/Ancillary Services.

Statutory Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act.
History: Rule effective October 1, 1982. Amended July 9, 1984, January 1, 1987 and August 12, 1994.
Amended: Filed March 20, 2002; effective June 14, 2002.

Rule No. 560-X-18-.07. Time Limitation for Filing Medicaid Claims

Claims for payment (appropriate forms provided by fiscal agent for Medicaid) from provider of
service shall be submitted to fiscal agent for Medicaid within one year of the date of service.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982.
Rule No. 560-X-18-.08. Third Party Responsibility

(1) Please refer to Chapter No. 560-X-20, Third Party, for information concerning filing

insurance and release of information pertaining to recipients' changes.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Effective date of this amendment December 6, 1984.

Rule No. 560-X-18-.09. Individuals Eligible for Both Medicare and Medicaid

(1) Anindividual who is either sixty-five (65) years of age or older, who is under sixty-five
years of age, and who has been receiving green Social Security disability checks for twenty-four (24)
consecutive months, who presents a current white Medicaid Eligibility Card without a Medicare Claim
Number should be questioned about coverage under Medicare.

(2) If the recipient does not have a Medicare card and if he/she has not applied for Medicare,
he/she should be advised to contact the District Social Security Office immediately.

(3) Claims should not be filed with Medicaid until the Social Security Office makes a
determination about eligibility for Medicare.
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(4) Please refer to Chapter 1, General.

Authority: State Plan: 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Effective date of this amendment August 12, 1994,

Rule No. 560-X-18-.10. Volunteer Services

Alabama Medicaid Agency and the Department of Human Resources (county level) shall work for
procurement of additional volunteer transportation support from volunteer groups and nonprofit
organizations.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Effective date of this amendment August 12, 1994,

Rule No. 560-X-18-.11. Out-of-State Transportation

(1)  Allwritten or verbal communications pertaining to Alabama Medicaid recipients, from out-
of-state physicians or providers of ambulance transportation, will be referred to Alabama Medicaid
Agency, 501 Dexter Avenue, Montgomery, Alabama 36104.

(2)  Appropriate billing forms will be provided at a fee to ambulance service providers upon
request.

(3) Payment will be as stated in Rule No. 560-X-18-.07.
(4)  Processing for payment will be the same as Rule No. 560-X-18-.13(6) and (8).

(5)  All out-of-state providers of ambulance service are responsible for compliance with all
applicable paragraphs of this Alabama Medicaid Regulations Manual, when requesting payment for
service provided an eligible Alabama Medicaid recipient.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Effective date of this amendment August 12, 1994,

Rule No. 560-X-18-.12. Providers of Service Procedures

(1) To be eligible for participation in the Alabama Medicaid Ambulance Program and to receive
payment for service, each provider of ambulance service in Alabama in compliance with Rule No. 560-X-
18-.02(2) must enter into a written agreement with Alabama Medicaid Agency.

(2) Ambulance Service Agreement (contract) available from the Alabama Medicaid Agency,
must be completed in two copies.

(3) Contract must be approved by Alabama Medicaid Agency with an effective date for
payment of Medicaid covered ambulance services. The effective date of the contract will be the first day
of the month the Agency signs the contract.

(4) The Ambulance Service Agreement (contract) may be terminated for failure of the parties
to fulfill one or more of the contract provisions. Medicaid reserves the right to immediately terminate a
contract in the event of fraud or a criminal conviction.

(5) Each party may terminate the agreement on thirty days written notice.

(6) The permanent record copy which fully disclose the extent and cost of services,

equipment, or supplies furnished eligible recipients must be maintained by the provider and available for
audit by State and Federal auditors for a period of three years.
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(7)  Providers of transportation are responsible for verifying the recipient's current Medicaid
eligibility.

(8)  All required blanks and spaces on the claim form must be completed before submitting it to
the Medicaid fiscal agent for payment.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; and Title XIX, Social Security Act. Rule effective
October 1, 1982. Amended January 1, 1987, January 13, 1993, and October 14, 1993. Effective date of
this amendment August 12, 1994,

Rule No. 560-X-18-.13. Providers of Ambulance Service Responsibilities

(1)  Act No. 645 passed by the 1976 Regular Session of the Legislature of Alabama provided
that any person who, with intent to defraud or deceive, makes or causes to be made, any false statement
or representation of material fact in any claim or application for any payment, regardless of the amount
from Alabama Medicaid Agency, knowing the same to be false, shall be guilty of a felony.

(2)  All services will be provided without discrimination of race, color, or national origin, as in
accordance with the provisions of Title VI of the Civil Rights Act of 1964, and Section 504 of the
Rehabilitation Act of 1973.

(3) The provider of Ambulance Services, will assume all responsibility for operation of the
service if a medical/legal accident should occur.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; Title XIX, Social Security Act. Rule effective
October 1, 1982.

Rule No. 560-X-18-.14. Assuring High Quality Care

(1)  Under the provisions of Federal and State law, Medicaid must establish a mechanism to
insure that all such care is of good quality and that the service(s) for which billing was made, conforms to
that which was done. See Chapter 2, Rule 560-X-2-.01 (2) and (3) for criteria.

Authority: State Plan; 42 C.F.R. Section 401, et seq.; Title XIX, Social Security Act. Rule effective
October 1, 1982.

Rule No. 560-X-18-.15 Air Transportation Services

(1) Covered Services

(a) Air transportation services are covered for adults and children with authorization
required prior to payment. Air transportation may be rendered only when basic and advanced life support
land ambulance services are not appropriate. Medical appropriateness may be established when the
time of need to transport by land or the instability, inaccessibility, or other obstacles to land transportation
poses a threat to survival or seriously endangers the recipient's health. In certain cases when time
required to transport by land as opposed to air endangers the recipient's life or health, services may be
authorized. Air transportation will not be provided for convenience.

(b) Medicaid requires that the patient be taken to the nearest hospital having appropriate
facilities, physicians, or physician specialist needed to treat the patient's condition. The hospital must
also have a bed or specialized treatment unit immediately available. If the patient is not taken to the
nearest appropriate hospital, payment will be limited to the rate for the distance from the pick up point to
the nearest appropriate hospital.

(c) Ifitis determined that land ambulance service would have been more appropriate,
payment for air transportation will be based on the amount payable for land transportation. Trips less
than 75 loaded air miles are not considered to be appropriate unless extreme, extenuating circumstances
are present and documented.

Author: Ginger Collum, Program Manager, Clinic/Ancillary Services
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Statutory Authority: State Plan, 42 C.F.R. Section 431.53 and Title XIX, Social Security Act.

History: Rule effective October 1, 1982. Emergency Rule effective June 28, 1991. Amended April 14,
1992, April 15, 1993, August 12, 1994, October 13, 1998. Amended: Filed December 17, 2001, effective
March 15, 2002. Amended: Filed March 20, 2002; effective June 14, 2002. Amended: Filed March 22,
2004, effective June 16, 2004.

Rule No. 560-X-18-.16. Non-Emergency Transportation Program-General

(1) Asthe State Agency for administering the Non-Emergency Transportation Program, under
Title XIX of the Social Security Act, the Alabama Medicaid Agency must ensure that transportation for
Medicaid allowable medical services is available for all eligible recipients in the state who have no other
means of transportation.

(2) Medical transportation services include transportation of a Medicaid recipient to and from
Medicaid allowable medical service for which a recipient has available benefits.

(3) In order to eliminate or reduce transportation barriers for Medicaid recipients, Medicaid
created the Non-Emergency Transportation Program (NET). NET is responsible for ensuring that
necessary non-ambulance transportation services are provided in a manner that is:

(@) similar in scope and duration state-wide, although there will be some variation
depending on resources that are available in a particular geographical location of the state;

(b)  consistent with the best interest of recipients;

(c) appropriate to available services, geographic
location and limitations of recipients:

(d)  prompt;
(e) cost-effective, and
() efficient.

(4)  All payments for non-emergency transportation services must have prior authorization by
the Alabama Medicaid Agency, with the exception of those services listed in Rule 560-X-18-.04(6), and
those services requiring urgent care.

(a) Urgent care is defined as medical care that is required after normal business hours.
(b) Request for reimbursements for non-emergency transportation as a result of urgent
care, must be made the first business day after the transportation need has occurred.

Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.17. Trip Eligibility

(1) Eligible recipients must receive the most cost effective transportation practical, that does
not endanger their health, to facilities that are accessible and appropriate for Medicaid allowable medical
services for which a recipient has available benefits.

(2) Recipients who request out-of-state transportation to medical facilities must have a
physician submit to the Alabama Medicaid Agency a physician's statement which justifies the need for
medical services out-of-state and that such services cannot be obtained in-state.

Authority: State Plan, 42 C.F.R. Section 431.53 and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.18. Reimbursement for Transportation

(1) Reimbursement for transportation services may be furnished by a bus token or pass, travel
voucher or other authorized form of reimbursement to the Medicaid recipient that may be used to
purchase transportation.
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Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.19. Administration of the NET Program

(1) The Alabama Medicaid Agency arranges necessary hon-emergency transportation
services for Medicaid recipients. The responsibilities of the NET Program include but are not limited to:
(a) Determine availability of free transportation; this includes recipient's vehicle,
transportation by relative or friend or volunteer services. No Medicaid provided transportation is available
if recipient has access to free transportation, except in the case of evident hardship.
(b) Evident hardship will be determined by the Alabama Medicaid Agency.
(c) Establish eligibility; no reimbursement is available for non-eligible transportation

services.

(d) Determination of medical necessity for transportation services which Medicaid
arranges.

(e) Determination of the least costly means of transportation services which Medicaid
arranges.

(f) Arrange the least costly, most appropriate level of transportation service to meet the
needs of the eligible Medicaid recipient and authorize the cost cost-effective level of service and assign
prior authorized number.

(g) Coordination of in-state and out-of-state commercial bus, train, or air transportation;
the Alabama Medicaid Agency may approve the use of commercial buses, trains or airplanes for in-state
and out-of-state use for Medicaid recipients.

(h) The Alabama Medicaid Agency may issue a travel voucher or the cost of fare for
recipients who are able to ride public transportation to medical services; public transportation should be
utilized whenever possible; before other modes of transportation are authorized, there should be a
determination that public transportation cannot meet the recipient's needs.

Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996.Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.20. Escorts

(1) Escorts are allowed for recipients under the age of 21.

(2) The Alabama Medicaid Agency must obtain a medical certification statement from the
individual requesting an escort for recipients age 21 and over before reimbursement can be made. The
certification must document that the recipient is physically or mentally challenged, such as:

(a) blind;

(b) deaf;

(c) mentally retarded;

(d) mentally ill; or

(e) physically handicapped to such a degree that personal assistance is necessary.

Authority: State Plan; 42 C.F.R., Section 431.53, and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.21. Scope of Service

(1) Health care services for which a recipient may need NET includes Early Periodic
Screening, Diagnosis, and Treatment (EPSDT) services, inpatient hospital care, outpatient hospital care,
services from physicians, diagnostic devices (e.g., X-ray and laboratory), clinic services (family planning,
rural health and community mental health), dental services, orthotic and prosthetic services, and eye care
services.
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Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.22. NET Covered Services

(1) Net services may be provided by one or more of the modes listed below when the
recipient's medical care is necessary and the recipient has no other transportation resources. The least
costly mode of transportation appropriate to the needs of the recipient must be used. This section
includes all services covered by the NET Program:

(a) Automobile (volunteer driver); multiple passenger transportation is encouraged.
Volunteer drivers can be reimbursed from the recipient's home (or place of admission or discharge) and
return, unless Medicaid determines paying for additional mileage is the most economical transportation;

(b) minibus services;

(c) wheelchair vans services. Escorts are allowed for wheelchair vans when prior
approved by the Alabama Medicaid Agency;

(d) bus (commercial or city transit); this service may be provided in-state or out-of-state.

(e) airplane transportation will be reimbursed for in-state or out-of-state service;

(f) train service may be provided in-state or out-of-state.

(g) escort services for minibus, automobile, commercial bus, train, and airplane
transportation. An escort is defined as an individual, other than an employee of a NET provider whose
presence is required to assist a recipient during transport and while at the place of treatment. An escort
is typically a relative, guardian, or volunteer. Only one escort is covered per recipient in need and there
must exist an identifiable need for the escort. Escort services are utilized in-state or out-of-state for
recipients over 21 years only when a physician's statement documents that an escort is required because
the recipient is blind, deaf, mentally retarded, or mentally ill or physically handicapped to such a degree
personal assistance is necessary;

(h) escort services for commercial bus, train, and airplane transportation are reimbursed for
the actual cost of the bus, train, or plane ticket; and

() meals and lodging when overnight travel is necessary for the recipient and one escort
when an escort is required and authorized. Receipts or confirmation of expenses are required before
reimbursement can be made. In no case will reimbursement exceed $50.00 per person, per day.

Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.

Rule No. 560-X-18-.23. Service Limitations

(1) A maximum of one round trip may be reimbursed per date of service per recipient.

Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.
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Rule No. 560-X-18-.24. Non-covered Services

(1)

Transportation provided by relatives or individuals living in the same household with the

Medicaid recipient except in the case of evident hardship:

(@)

transportation provided in the Medicaid recipient's vehicle or relative's vehicle except in the

case of evident hardship;

3)

any travel when the Medicaid recipient is not an occupant of the vehicle unless that would

be the most economical transportation available;

(4)
()
(6)

(7)
(8)

(9)

meals and lodging for volunteer drivers;
the use of supplies such as oxygen, intravenous fluids, etc.;
transportation for any services other than those covered by Medicaid;

transportation provided after the death of a Medicaid recipient;
minibus or wheelchair van travel outside a 30-mile radius of the state boundary;

services for which prior approval is required but not obtained; and

(10) services are not medically necessary or which are not provided in compliance with the
provision of this chapter.

Authority: State Plan; 42 C.F.R., Section 431.53; and Title XIX, Social Security Act. Emergency rule
effective January 1, 1996. Effective date of this rule March 14, 1996.
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Chapter 19. Hearing Services

Rule No. 560-X-19-.01. Hearing Services - General

1.

Audiological function tests and hearing aids are limited to Medicaid eligible individuals who are
eligible for treatment under the Early and Periodic Screening, Diagnosis and Treatment (EPSDT)
Program. Hearing aids are provided through hearing aid dealers who are contracted to participate in
the Alabama Medicaid Hearing Aid Program.

An eligible individual with hearing problems may be referred to a private physician or to Crippled
Children's Service for medical evaluation. Audiological function tests must be referred by a physician
before testing.

Medical Examination:

€) A hearing aid will not be approved for any Medicaid eligible recipient prior to a medical
examination and recommendation for a hearing evaluation by a licensed physician, within
sixty (60) days of the time of hearing aid fitting. This is mandatory.

(b) The medical examination should, if possible, be given by a physician specializing in
diseases of the ear. If a physician of this type is not available or accessible, referral may
be made to Crippled Children Service for otological evaluation, medical clearance and
medical approval for the use of earmolds.

(c) Children under six (6) years of age shall be examined by an otologist or otolaryngologist
before an aid is fitted.
(d) The examining physician referring the patient to a hearing aid dealer will be required to

furnish the dealer with appropriate medical evaluation statements and recommendations,
according to program requirements.

Otologic Evaluations: Eligible recipients are authorized one otologic evaluation per calendar year,
which shall include one of the following: a. Basic comprehensive audiometry, b. Evoked response
audiometry, c. Conditioning play audiometry. Prior authorization is not required for additional
evaluations within the current benefit period.

Special Audiological Function Tests. Special audiological function tests are those services not
included in a comprehensive evaluation. These services are reported separately using discriptors
from the audiological series of the CPT manual. Prior authorization is not required.

Authority: State Plan; 42 C.F.R. Title XIX, Social Security Act; 42 C.F.R. Section 441.56. Rule
effective October 1, 1982. Amended June 8, 1985. Effective date of emergency rule is December 1,
1986. Effective date of amendment March 12, 1987. Effective date of emergency rule is October 1, 1990.
Effective date of emergency rule is March 18, 1991. Effective date of this amendment is June 12, 1991.

Rule No. 560-X-19-.02. Participation and Enrolilment Requirements

1.

2.

Only in-state and borderline out-of-state (within 30-mile radius of state line) audiology and hearing aid
providers who meet enrollment requirements are eligible to participate in the Alabama Medicaid
program.

Audiology providers: Must hold a valid current State license issued by the state in which they
practice. Since licenses are reviewed annually Medicaid will review reference sources such as the
Board of Examiners for Speech Pathology and Audiology for determining an audiologist's professional
qualifications.
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3. Medicaid's fiscal agent is responsible for enroliment of audiologists. Licensed audiologists desiring to
participate in the Alabama Medicaid Program should furnish the following information in a written
enrollment request to Medicaid's Fiscal Agent.

(@) Name

(b) Address

(c) Specialty provider type

(d) Social Security Number

(e) Tax ID Number

® Copy of current State license

4. Hearing Aid Dealers - must hold a valid current license issued by the Alabama Board of Hearing Aid
Dealers, as issued by the state in which the business is located. Licensed hearing aid dealers
desiring to participate in the Alabama Medicaid Program are required to enter into a contractual
agreement with the Alabama Medicaid Agency. The dealer should request a contract agreement
from the Associate Director of the Hearing Services Program, Alabama Medicaid Agency.

Author: Carol Akin, Associate Director, Clinic/Ancillary Services
Statutory Authority: State Plan; 42 C.F.R. Title XIX, Social Security Act; 42 C.F.R. Section 441.56.

History: Rule effective October 1, 1982, July 9, 1984, October 1, 1990, March 18, 1991, and June 12,
1991. Amended: Filed October 19, 2001, effective February 11, 2002.

Rule No. 560-X-19-.03. Billing Procedures and Claims Payment
1. Audiologists and hearing aid dealers should refer to Rule 560-X-1-.17, Chapter One, Administrative
Code, for provider billing instructions.

2. Claims forms and billing instructions will be furnished to participating providers by Medicaid's fiscal
agent.

3. An audiologist employed by a physician cannot file a claim for the same services billed by that
physician for the same patient, on the same date of service.

4. Providers may bill an Alabama Medicaid recipient only when the recipient has exhausted all of his/her
allowed Medicaid benefits or when the service rendered is a non-covered service.

Authority: State Plan; 42 C.F.R. Section 401, Et seq.; Title XIX, Social Security Act. Rule effective
October 1, 1982. Emergency rule effective October 1, 1990. Emergency rule effective March 18, 1991.
Effective date of this amendment is June 12, 1991.
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Chapter 20. Third Party

Rule No. 560-X-20-.01 Third Party Program

1. General

(@)

(b)
()

(d)

()

(®
(9)

2. Definitions

(@)

(b)

(©

(d)

Third Party Division (TPD), Alabama Medicaid Agency, is responsible for fulfilling the
requirements pertaining to third party liability. The purpose of the TPD is to insure that
Medicaid is the last payor.

Third party resources are primary to Medicaid.

Federal law requires that state Medicaid agencies take all reasonable measures to
identify third party resources which may have legal/fiscal/contractual liability as a result of
medical assistance furnished to a Medicaid recipient.

Where third party liability is known or reasonably expected, the Medicaid Agency may
require providers to collect third party resources prior to filing Medicaid.

Where Medicaid payment has not been reduced by third party benefits, the Medicaid
Agency is required to take reasonable measures to collect from third parties the cost of
medical assistance furnished to Medicaid recipients to the extent that the third party may
have legallfiscal/contractual liability.

Claims for services which are filed with Medicaid and paid in full or in part by a third party
will be applied against program benefit limitations.

A provider may not refuse to furnish services covered under the plan to an individual who
is eligible for Medicaid under the plan due to a third party's potential liability for the
service(s).

Third Party - Any individual, entity or program that is or may be liable (contractually or
otherwise) to pay all or part of the medical cost of any medical assistance furnished to a
recipient under a State plan.

Private insurer - a third party which may be:

1. Any commercial insurance company offering health or casualty insurance to
individuals or groups (including both experience-rated insurance contracts and
indemnity contracts);

2. Any profit or nonprofit prepaid plan (including, but not limited to, subscription plans)
offering either medical services or full or partial payment for services included in the
State Plan;

3. Any organization administering health or casualty insurance plans for professional
associations, unions, fraternal groups, employer-employee benefit plans, and any
similar organization offering these payments or services, including self-insured and
self-funded plans.

Employer Drug Program - A specific program offered through a group health plan which
provides benefits for prescription drugs. The program covers the prescription in full if
provided by a pharmacist participating in the program; there is a co-payment required of
the insured for prescriptions received from a non-participating pharmacy. The drug
program pays directly to pharmacies which participate in the program; it pays benefits to
the insured for prescriptions dispensed by a non-participating pharmacy. Under this
program a drug card is issued through the group plan to the insured.

Third party benefit - any benefit that may be available at any time through contract, court
award, judgment, settlement, or agreement.
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Authority: 42 CFR Section 432, 433, and 447.20; Section 1902(a)(25), Social Security Act; Section 22-
6-6, Code of Alabama, 1975. Rule amended March 11, 1985, October 9, 1985, March 24, 1986, June 9,
1986, and January 13, 1993. This amendment effective July 13, 1993.

Rule No. 560-X-20-.02. Third Party Recovery

1.

General
(@)
(b)

©)

(d)

All providers must file claims with a third party as specified by this rule.

Providers must file claims with a primary third party within sufficient time for the third
party to make payment. If the provider has difficulty obtaining a response from the third
party or with the processing of Medicaid claims due to Third Party procedures, the
provider should contact the Third Party Division, Alabama Medicaid Agency.

An aged, outdated claim which is timely submitted to Medicare or another third party
must be received by the fiscal agent within one hundred twenty (120) days of the notice
of the disposition of such claim to the provider.

Providers cannot file with Medicaid until the third party responds. Exception: Providers
may file Medicaid and Medicare simultaneously if the Medicare intermediary crosses over
claims to the Medicaid fiscal agent.

Health Insurance Resources

(@)

(b)

()

All providers (except as excluded through HCFA - approved cost avoidance waivers) are
required to file for and obtain available third party health insurance benefits for all
services except those excluded from cost avoidance requirements by federal regulations.

Claims for services exempted by federal regulations from cost avoidance will not be
denied by Medicaid due to available third party resources when the provider does not file
with the third party. Such claims will be filed with the third party by the Medicaid Agency
which will seek reimbursement of its payment from the third party.

HCFA has approved a cost avoidance waiver for prescription drug claims; therefore,
pharmacy providers are required to file for third party health insurance benefits prior to
filing Medicaid only when

1. the recipient is covered through a prescription drug plan of an employer group health
insurance program. (See Rule No. 560-X-20-.01.); or

2. the recipient's prescriptions are covered by the Veterans Administration.

Casualty and Other Third Party Resources

(@)
(b)

©)

(d)

1993.

20-2

All providers are required to file for liability insurance and other third party benefits if the
recipient is insured with the plan as well as for worker's compensation benefits.

The Third Party Division, Alabama Medicaid Agency, will file for third party benefits in
situations where there is a third party other than the recipient's insurance and an injury is
involved. Medicaid will file for casualty related resources to insure that all related medical
care paid by Medicaid will be considered in a settlement.

If a provider files with a third party resource other than the recipient's own insurance, the
provider must notify the Third Party Division, Alabama Medicaid Agency, within five days
of filing with the third party.

Providers may file liens when there are charges not covered by Medicaid; however, the
provider must furnish to the Third Party Division, Alabama Medicaid Agency, complete
information about the lien within five days of filing the lien.

Authority: 42 CFR Section 432 & 433; Section 1902(a)(25), Social Security Act; 22-6-6 of 1975 Code of
Alabama; 42 CFR Section 447.45; Title X1X, Social Security Act. Rule effective October 1, 1982.
Amended March 11, 1985, April 11, 1986, May 11, 1987. Effective date of this amendment January 13,
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Rule No. 560-X-20-.03. Documentation of Third Party Resources

1. The Claim

€) All providers are required to question Medicaid recipients to obtain information about third
party resources which may pay as a result of medical services provided to the recipient.
All providers must complete third party fields on the Medicaid claim, including stating the
name, address, and policy number of any third party resource.

2. Form XIX-TPD-1-76

€)) All providers except as noted herein are required to submit a completed Form XIX-TPD-
1-76 with their Medicaid claim if one or more of the following conditions are met:

(b) Treatment was due to an injury

(c) There is a third party resource not billed by the provider.

(d) Radiologists, Pharmacists, Pathologists, Ambulance providers, Anesthesiologists,

Nursing Homes, Home Health agencies, and Children's Rehabilitation Services providers
are not required to submit form XIX-TPD-1-76 with their claims.

(e) Form XIX-TPD-1-76 is not required if treatment is due to disease or a home injury where
there is no potential third party liability; however, the claim must state "home injury" or
"treatment due to disease". Injuries received by a patient in a nursing home are not
home injuries.

3. The Medicaid Eligibility File

€) The Third Party Division, Alabama Medicaid Agency, is required to show the existence of
third party health insurance resources on the Medicaid Eligibility File. These codes are
used in claims processing.

4. The Policy